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for GYNECOLOGISTS 
and OBSTETRICIANS 


Sterile, antiseptic, non-irritant. 


A bland alkaline cream that removes hair without irritating’, 
the skin. 


Relieves patient of the discomfort and risk attendin3, the use 
of a razor. 


Incoming, growth is slower to reach the surface than if 
shaved, and is softer and finer than srowth followin}, use of a 
razor. 


A liberal trial sample with complete instructions for use will 
be mailed without charge to any physician requesting; it. 


HANNIBAL PHARMACAL COMPANY —st. Louis, Mo. 


IN DIABETES 


A proper diet with the administration of alkali will go 
far towards lessening the production of acetone bodies. 
To obtain good results alkali should be fed as evenly as 
possible throughout the twenty-four hours and in suffi- 
cient amount to keep the urine always neutral. : 


KALAK WATER makes possible the administra- 


tion of alkali in large amounts and in an agreeable 
fashion—an important matter when patients must 


several grammes ofthe Kalak Water Company of N.Y. 
os Of sodium 23 City Hall Place, New York City 
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Original Communications 


THE FADS AND FANCIES OF OBSTETRICS. A COMMENT ON 
THE PSEUDOSCIENTIFIC TREND OF 
MODERN OBSTETRICS* 
By W. Houmes, M.D., F.A.C.S., Cuicago, ILL. 


[' IS useful, now and then, to look backward, for an occasion may 
arise when necessity will demand that we shall retrace our steps, 
or at least that we may measure our progress. Without retrospect we 
may lose the proportion of things and awake to the fact that we have 
made no advance, in fact have merely run around a vicious circle. 
We all know how phenomenal have been the advanees in obstetries in 
many particulars; untold benefits have come from the introduction of 
anesthesia and asepsis which have made possible many operative pro- 
cedures which were the dream of the obstetricians of the past. Under 
the new regime the indications, at first, were clearly and definitely 
drawn; as the certitude of the freedom from pain from anesthesia and 
the proximate eradication of sepsis were realized, indications were 
placed on a broader basis, until they became so loosely laid down that 
they had no real justification beyond what the operator determined for 
himself. It is not far from the fact that obstetrics, today, is in iden- 
tically the position that odphorectomy held some twenty-five years ago. 
The indiscriminate employment of operative intervention in obstetries 
has accomplished little in the way of conservation of life of the mother 
and child; in fact, as I see it, conservation of life is not to be realized 


*Read at the Forty-sixth Annual Meeting of the merican Gynecological Society, Swamp- 
scott, Mass., June 2-4, 1921. 


Note: The Editor accepts no responsibility for the views and statements of au- 
thors as published in their ‘‘ Original Communications. ’’ 

The papers included in the Transactions of the American Gynecological Society 
are printed in the order of their presentation. 
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by operation beyond the exactness in determining its justification, and 
its correct use. If figures may be interpreted to mean anything I be- 
lieve my data prove conclusively that our endeavors during these later 
years have been misspent: true conservation is to come from intelligent, 
scientific investigation of the pathology which underlies and is responsi- 
ble for so much of our disease in the pregnant and the unborn child. A 
ruthless operative course in all parturient women is not the solution, 
for many of the troubles which come to women and the baby are di- 
rectly incident to the hazards of birth and these are augmented by 
unwise interference. 

We all know how wonderful has been the diminution of the mortality 
‘ates for women and infants in private practice: however, the safe- 
guards placed about the mother have accomplished more than they 
have for her offspring. How many of you know that the death rate 
for women, in hospitals, is as great today as it was a hundred years 
ago—the decrease being so negligible that one hardly would know it? 
Ilow many know that in hospitals the fetal death rate is essentially 
what it was one century ago? These startling findings are the excuse 
for presenting this paper. It is my purpose to attempt an analysis of 
the conditions, to give a tentative explanation and to open the trail 
so that others may pave the way, so that obstetrics may be a scientific 
specialty, not a makeshift as it is now. 

Ts it not seemly that we should take cognizance of conditions obtain- 
ing, when this country of ours is fourteenth in the list of civilized coun- 
tries having statistics dealing with the mortality of the new mother? 
Is it not seemly that we should consider this matter when 8455 women 
died, according to mortality statisties, in 1910? To be sure cancer kills 
9,857 women, but cancer takes its toll at 58.4 years on the average, 
while child-bearing takes the young woman in the fullness of life at the 
age of 29.8 years. Does it imply that neither the public nor medical 
profession has fully appreciated the benefits of prophylactic medicine ? 
Or is it that scientific pursuit has not yet solved the problem, and we 
are still groping in the dark! 

The masters of the century ending with the beginning of the anti- 
septic era had developed the art of obstetries (in contradistinetion to 
the surgery of obstetries) to a high degree: the skill with which they 
were able to deliver women in the presence of all sorts and conditions 
of complications developed a nicety of technie which left little or 
nothing for the modern authority to improve: in fact very little has 
been contributed these forty years on the art of obstetrics. The old 
masters, in spite of the restrictions imposed by the risks of infection, 
and therefore, lacking an opportunity of developing a technie from 
practice, were able to conceive the essential principles of the mutilat- 
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ing operations on the mother—which now more euphoneously are de- 
nominated obstetric surgery. 

The fact that modern maternity hospitals, where is centered the ob- 
stetrie skill and knowledge of our profession, have been unable to 
decrease the dangers of birth to mother and child over the figures 
obtaining the early part of the nineteenth century is prima facia evi- 
dence that modern obstetric surgery is ineffectual in combating those 
dangers. Table I has been prepared to demonstrate this contention. 
The fluctuations in the maternal death rates, before 1880, ranged from 
0.44 to 1.28 per cent, and are only variants which would come to any 
institution from vear to vear. Sinee 1910 the rate varied from 0.41 to 
1.01 per cent in different institutions. An analysis of the children was 
not so graphie in view of the fact that some writers, as Moran, combined 
abortions and stillbirths, others included stillbirths and those dying in 
the hospital. Still, the figures show how little progress has been made 
these many years. There are many arguments which might be ad- 
vaneed to show why present hospital statistics are not comparable to 
those of olden times—the main one being that now it is customary to 
send women with complicated labors to an institution which largely, 
in the former period, were treated at home. Harrar'’ shows this graph- 
ically in his report on the deaths in the New York Lying-in. Tow 
much is offset by the tendency to treat those complications by surgery 
‘ather than by obstetric methods is debatable. 

Two complications of pregnancy may be briefly discussed to show 
how negligible has been the advance in recent methods of treatment. 
Eclampsia stands out preeminently as a complication which demanded 
some method of delivery ever since Blundell,’ in 1834, discussed the 
advisability of acceleration of delivery, and Carl Braun’ popularized 
it. During last twenty vears various obstetricians have improvised opera- 
tive measures which might accomplish the result with a minimal lapse 
of time. More discussion has been employed on how to empty the 
uterus in eclampsia than has been expended on all other phases of 
the problem. The most evident thing about the question is the paucity 
of evidence adduced which might elucidate the cause, and then develop 
a rational therapy. Surgery for eclampsia as the essential part of the 
treatment is clearly and definitely indefensible. If there be anything 
to Stroganoff’s treatment, it shows most positively that eclampsia is 
a disease, as popularly treated, which carries a dual mortality—that 
incident to the toxemia and an equal hazard from the surgical inter- 
vention. In Table III, I show that in the preantiseptie days the ma- 
ternal and fetal mortalities were respectively 20.4 and 33.3 per cent: 
the modern methods exhibited mortalities of 19 and 39.6 per cent: 
while in cesarean section in the period covered by modern treatment, 
the deaths were 54.8 and 25.9 per cent, respectively. Our modern con- 
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ception of the treatment considers many things other than prompt 
delivery: really, it was not until 1850 that remedial agents were advo- 
cated other than blood letting, and purging. Blundell! did discuss, 
as did others, the use of opium, but many years elapsed before seda- 
tives, anesthetics, ete., became established adjuvants to the therapy. 
It may be said that the older authorities had no real therapy, yet their 
results were as good, even better, than ours. In other words, no mod- 
ern therapy has modified the lethal progress of mother and child with 
the single exception of that of Stroganoff: a comparison between the 
results of the latter with the much lauded cesarean operation shows 
that approximately one baby is saved at the expense of nearly four 
mothers. I believe Peterson did an unwise thing in his cesarean- 
eclampsia papers when he attempted to show how many babies might 
be saved by the operation, and not showing how many were destroyed 
by the disease; there is a great difference. Eclampsia always has been 
a fulminating, acute, malady with a high death rate: the operative 
measures so popularized are carried out on bad surgical risks. Anuria, 
bowel stasis, anhidrosis, with marked cerebrospinal manifestations, char- 
acterize the disease and, as a result, women have died from the toxemia 
and the operation: likewise, the infants succumbed to the intoxication 
and the hazards of a forced delivery. Newell? has given ample evi- 
dence of the pernicious influence of the teaching that eclampsia de- 
mands major surgery. 

Mueller® stated that one half of the deaths from placenta previa were 
due to infection. The mortality of the mother has decreased one half 
by cleanliness, not from an improvement of technic, or startling inno- 
vation in treatment. Obstetric treatment has not affected the fetal 
mortality whatsoever, though cesarean section has reduced the per- 
centage from 55.5 to 35.6. Again, the section has not diminished the 
maternal mortality over approved obstetric methods and, comparing 
the results of the average cesarean mortality with the findings of such 
experts as Stratz,* Welti-Pinard,® and Koblanck,® who demonstrate the 
gifts of skill, we still find that the section kills women in order that 
babies may be born alive. <A priori, it would seem that a previa should 
only be handled by surgery when the woman is a good surgieal risk, 
free from possible contamination, at or near term, the baby definitely 
alive, and some valid contributory necessity such as a minor pelvic 
deformity. The advocacy of a routine cesarean for all previas will 
bring upon the public malign results similar to those depicted by 
Newell for eclampsia. 

I think the facts I have outlined for those two great obstetric com- 
plications are sufficiently alarming to warrant your attention. If a 
comprehensive comparative study were extended to cover a multitude 
of ordinary accidents of childbirth I am sure data would be presented 
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which would still further substantiate the general principles I have 
deduced, namely, that modern obstetrics has not safeguarded child- 
bearing logically as it should be. 

The commonly accepted explanation for the maternal and fetal mor- 
talities as they obtain today is given succinctly in the Journal of the 
American Medical Association.” ‘‘Two causes are suggested: ignor- 
ance on the part of the public of the dangers connected with child- 
birth and of the need of skilled care and proper hygiene to prevent 
them, and the difficulty of securing proper obstetric care * * * and 
the publie still regards childbirth as an entirely normal process and a 
certain number of deaths are unavoidable. This has reacted on the 
medical profession, producing low fees, so that, with the exception of 
the city specialist, obstetrics has become the worst paid, although the 
most difficult and exacting branch of medicine.”’ 


TABLE ITI 


OBSTETRIC RESULTS OF MIDWIVES AND PHYSICIANS OF NEWARK COMPARED* 


MID- PHYSI- ILOSPI- CITY 


WIVES CIANS TALS RATE 
Proportions Confined 49% 39% 12% 
Puerperal deaths 10 31* 
Puerperal deaths, women having been given 
antenatal care, No. 586. AT% 2.02 
Children dying under 1 year of age— 
2 year period, per cent 7.07% TAB8% 9.74% 9.74 
Children dying under 1 mo.— 
2 year period, per cent 2.51% 3.82% 5.73% 
Stillbirths in women receiving antenatal care 68% 4.17% 
SPECIAL THERAPEUTIC MOTHERS STILL- DIEDIN 
MEASURES DIED BIRTHS 14DAyYSs TOTAL 
Midwifery data brought down. Ad 68 2.51t 3.19 
Routine Version: Cases 1113 (la) 179 3.7 05 6.7 
Routine Version: Cases 200 (la) 15 9.5 6.5 16. 
Routine Dilatation by bags: Cases 200 (lb) 1 1 a) 6 
*Levy, Julius: Am. Jour. Obst., Jan. 1918, p. 41. 
Routine version: Am. Jour. Obs. and Gyn., Mar., 1921. 
Routine version: Ibid. 


Routine dilatation by bags: Ibid., Oct., 1920. 
730 days. 


No one may refute the correctness of the views here quoted in so far as 
they go, but many other factors have their determining influence. 
Ignorance and credulity as regards medical matters are dominating 
characteristics of the lay mind, but just these elements are clay to be 
moulded by altruistic physicians in educating the public. Patent med- 
icines and spurious medical cults have their success assured by playing 
upon these weaknesses of the public. The public wants some- 
thing better: the public may believe now and then death awaits 
at the door of the confinement room, but it wants that incidental 
demise to occur elsewhere than in its own home: if the public knew 
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the solution it certainly would have it to ward off the evil. The erux 
of the problem lies within the education of the profession and there is 
no need of an endeavor to place the onus upon the ignorant public. 
The rise and fall of the efficiency in judgment of the general prac- 
titioners in their obstetric work are reflections of the attitude and 
efficiency of the obstetric teachers: and by teachers I mean not only 
pedagogic members of college faculties, but also contributors to eur- 
rent medical literature. The former and the latter may be one, but 
from the fact that one may be a professor in an approved medical 
school gives added dignity and weight to his utterances, and there- 
fore, will be more dangerous from that fact if his teaching be faulty. 
With a few possible exceptions, probably the quality of the teaching 
of our colleges is as defective as Williams* found it some years ago. 
A few maternities have expanded since Williams prepared his paper: 
largely, they are still inadequately equipped, with insufficient capacity 
for proper teaching, or for developing the clinie experience of the 
teachers themselves. What may one expect of the average teaching 
foree other than it will give inadequate and faulty instruction: that 
its, mediocrity in experience and capabilities will be reflected in the 
mediocrity of thought and attainment and ability on the part of the 
students faultily trained. Too often teachers do not instill into their 
students the breath of conservatism, of sound thinking, of deductive 
reasoning, so later, as physicians, they grasp at the most nonsensical 
recommendations. We all can recall our student days when the pro- 
fessor who gave spectacular clinics was more popular than he who 
conducted his clinie without ostentation: in many of our principal 
colleges the obstetric clinic of the present is too largely the pyrotechnic 
exhibition which characterized the older surgical arena. An agegrega- 
tion of complex, unusual problems are presented, leaving secant time 
for the ordinary run of obstetrics, such as will be indispensable to the 
student as a practitioner. Certainly a clinie which gives a student 
18 major obstetric operations in his two weeks’ practical training has 
misappropriated the student’s time. The modern trend in obstetric 
teaching interferes with a student’s perspective: a student who sees 
an array of heroic surgery out of all proportion to his practical elinie 
and didactie work, is so befuddled that he naturally coneeives that 
nearly all cases need intervention. Then again, the student’s per- 
spicacity may discern that the professor’s indications are weak—but 
later, as a physician, he will do likewise, backed by eminent authority. 
The contributions to the literature are the postgraduate instruction 
of men in active practice. The authors are the bell-wethers of those 
who read and learn: these writings may be the guides to the thought- 
ful to a better understanding, and to a more perfect solution of the 
difficulties which constantly arise in practice or they may be merely 
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TaBLe III 


ECLAMPSIA MORTALITIES 


NO. NO. 


REFERENCES PERIOD MOTHERS DIED “% CHILD DIED % 
Ramsbotham: Murphy Mid. 1840 43 6.9 
Collins, R.: 1862 p. 698, 1835 30 > 16.6 2 18 56.2 
Hardy and M’Clintock: Ibid. 1857 13 3.233. 13 6 46.1 
Sinclair and Johnson: Ibid. 1847 63 13 = 20.6 69 23 33.3 
Mme. LaChapelle: Ibid. 1821 8 ? ? 8 2 25. 
Arneth: Ibid. 1849 13 4. 30.7 13 6 46.1 
Braun, C.: Gyne., p. 835, 1881. 1878 73 20 «26. 73) 20.5 

Totals: Before antiseptic era. 235 48 204 261 88S 33.3 
Modified Expectant Methods 
Diihrssen: Eclampsia; Winckel’s 80 30 80 60 75. 
Handb. d. Geb., ii Tl. 3. 
Friedman, B.: Ibid., p. 2411. 
Goedecke: Ibid., p. 2412. 403 69 17.1 403 194 48. 
Franz: Ibid., p. 2421. 17 os 2s 17 5 29.4 
Sommer: Ibid., p. 2421. 16 6 37.5 16 «1062.5 
Jardine: Ibid., p. 2425. 22 6 27.7 56.3 
Sturmer: Ibid., p. 2423. 43 5 122 ? ? 
Mangiagalli: Ibid., p. 2423. 18 ] 5.5 ? ? 
Stroganoff: Ctb. f. Gyn., 1910, p. 758. 400 26 6.6 360 77 21.6 
Lichtenstein: Arch, f. Gyn., 1911, p. 183. 400 74 18.55 371 144° 38.8 
Hammerschlag: Op. Gyn., p. 433, 8 3 39. ? ? 


From R. Peterson, Am. Jour. Obst., 
1911, Ixiv, p. 1. 


Bumm-Liepman: Ibid. 90 28 31.1 
Esch (1904-5): Ibid. 79 20 3828.8 
Eseh (1905-6): Ibid, 145 42 28.9 
Gloeker: ibid. 9 3 33.3 
Moéhimann: Ibid. 10 1 10. 
Winter: Ibid. Ss 2 37.5 
Zweitel: Ibid. 49 16 32.6 
Totals: Modified expectant cases. 17953385 19. 1270 503 39.6 
Peterson, R.: Am. Jour. Obst., 1911, Ixiv, 9. 530 124 23.4 315* 67 21.2 
Vaginal Cesarean. 530t 282 53.3 
Peterson, R.: Ibid., 1914, Ixix, 924. 500 174 348 381* 25 6.5 
481+ 125. 25.9 
Cases before 1908. 198 95 47.9 33* 16 12. 
Sl 53.3 
Cases after 1908, to 1913. 285 73 25.8 248* 9 3.6 


283t 44 15.5 


*Results obtained by eliminating children weighing 2000 gm. or those up to eighth month 
of pregnancy or that were judged to be premature, living or dead: no child was counted which 
was known to be dead at time of operation. 

7We are dealing with a disease having a high mortality, influenced by various treatments, 
not the dangers of a major operation: i.e., for the sake of comparison it is necessary to 
add such figures to the infant mortality as will account for the babies not included in 
Peterson’s statistical report. 

Maternal mortality has not been ameliorated these one hundred years. Fetal mortality 
has not been diminished, either. Cesarean section robs the fetus of many of the lethal 
oe a of forced delivery, therefore Cesarean section saves babies at the expense of the 
mother. 


the occasions for commercializing the writer, who does not exhibit a 
celerity of judgment in his recommendations. Unfortunately, too 


often readers are unable to differentiate between the gold and the 
dross and as a result any one who will report an operation or a line of 
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treatment, necessary or unnecessary as it may be, for some ordinary or 
extraordinary indication, will have imitators who pass the bounds of 
reason. It may be difficult for the average reader to discriminate 
between fallacy and truth in the writings of a subtle author: for that 
reason a man of judgment will not rush to print until long, mature 
experience justifies the exposition of his theme. There have been too 
many unwise exploitations which were precipitated upon the profes- 
sion in the hopes, if they proved popular, priority might be claimed. 
We all recall the fiasco of twilight sleep furor. We all know the dan- 
gerous results which came from the thoughtless laudation of the re- 
puted harmless virtues of pituitrin. The pen is reputed to be mightier 
than the sword, and it surely is more deadly when wielded by the 
sophisticated writer. 

The basic error has crept into the obstetrie field that pregnancy and 
labor are pathologie entities, that childbearing is a disease, a surgical 
malady which must be terminated by some spectacular procedure. 
There is too insistent preachment by those who are defending a reign 
of terror, of promiscuous operative furor, by the argument that women 
have so degenerated that childbearing is a phase of pathologic anatomy. 
These discussions have gone so far that practitioners, supported by 
spurious authority, are operatively interfering when conditions de- 
mand a watehful expectancy, or at most some minor intervention—the 
culpability lies not with the general practitioners, but their sponsors. 
And no one is doing so much of this needless operative interference 
as many of our reputed leaders, and they know not the wreck they 
have wrought, for they hear only the encomiums on their fallacious 
representations and their misapplied skill. Those who have stopped, 
looked, and listened have seen and heard the catastrophies which have 
accumulated in the wake of the false promulgations. I believe there 
should be a most emphatie declaration that childbearing is not a dis- 
ease, is a normal physiologie function which may develop pathologie 
aspects and for that reason all women should have a most eareful con- 
scientious prermaternal care so they may guard themselves and be pro- 
tected against possible disaster to themselves and their offspring. The 
general polemic that labor is a species of the torture of the inquisition 
has been advanced so frequently that many defend most drastic inter- 
ferences on the score of saving women this horror—that the dread on 
the part of women of this frightful agony warrants any and all kinds of 
expedients to relieve them of the various stages of labor, when, in 
fact, too often these strictures are merely the shibboleths of those 
who would operate with little or no provocation. In consequence, we 
see some who claim the great object is to shorten the first stage by the 
routine introduction of the bag; another, that it is an obstetric crime to 
interfere with the delicate mechanism of dilatation, but the moment 


| 
| 
| 


234 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


dilatation is completed, then, the parturient canal must be slashed, 
and the baby and placenta delivered by high art. Another holds that 
the baby must be ushered into the world as custom dictates it shall 
make its mortal exit—feet first; again, we find men who believe the 
cesarean operation the panacea for all ills and make it a routine pro- 
eedure. I have been credibly informed that for a woman to be more 
than six hours in labor brought censure or reproach upon the physi- 
cian in attendance, in one of the large towns contiguous to Boston. A 
former student was showing me through a hospital where he was res- 
ident: he informed me he was told, as a joke, that the ‘‘ office hours’’ 
was the principal indication for forceps, but when he got on the obstetric 
service he found it was the plain truth. I have yet to be convinced 
that the average woman is repressing the reproductive function from 
the fear of the pangs of labor: the woman who is so loath to assume 
motherhood on this score probably has such an absence of maternal 
instinct that her progeny, uncreated, are more happily situated in the 
here-to-fore than made subject to her selfish influence. Those who 
have studied the situation know full well that sociologic-economie 
necessity transcends all others in the restriction of families. 

In the past, conservative writers arraigned those who did meddle- 
some midwifery, the vogue of the times being minor transgressions like 
protracted digital dilatation which accomplished no purpose, titilla- 
tion of the clitoris for the purpose of exciting pains, or making the 
hapless woman forget her troubles, pulling on the cord, or too fre- 
quent application of the foreeps, ete. Meddlesome midwifery has now 
taken a more serious turn until it comprises all the known methods of 
necessity, even major surgery, without the vital essence of a valid indi- 
cation: the favorite réle being those which will consummate delivery 
with the minimal expenditure of time. Is it not a parody on modern 
scientific obstetrics that each advocate of his special form of interfer- 
ence will proclaim results not in consonance with the experience of 
experts, will declare the simplicity of the procedure is such that all 
may do it, no untoward effects need be expected, when in our hearts 
we know their allegations, probably based upon thoughtless enthusi- 
asm, are most egregiously exaggerated? And when these advocates 
appear before a scientific body, with their spacious claims, all laud 
their skill, and rarely is one courageous enough to combat the irra- 
tional and untenable interference. 

It was a natural consequence that all obstetric procedures had their 
indications widened as their relative safety became established. But 
that any operation, because asepsis makes it reasonably safe and anes- 
thesia keeps the patient quiet during its performance, should be so 
inordinately broadened in its scope that the suspicion (no candid ad- 
mission) is evidenced that it is being done for the convenience and con- 
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TABLE IV 
TREATMENT OF PLACENTA PREVIA 
MORTALITIES COMPARED 
OBSTETRIC TREATMENT MOTHERS CHILDREN 
TABULATED BY HOLMES NO. DIED % NO. DIED % 
Ramsbotham* 82 ? ? §2 50 60.9 
Collins* 11 2 18.1 11 5 45.4 
Hardy and M’Clintock* 8 3 375 8 3 37.5 
Sinclair and Johnson* 24 6 25. 24 13 54.1 
Arneth* 9 t is 9 6 66.6 
Braun, C.t 37 9 24.5 37 18 48.6 
Klein* 11 S 222 12 12 100.0 
100 Ze 23 183 107 58.4 
Read, Wm.: Placenta Previa, 1861, 12 tables. 978 206 21.2 850 447 50.8 
ttBlacker: all since 1880 22 1 4.5 22 8S 36.3 
Kouwer 8 637.5 8 
Ribbius 98 7 (ie 98 39 40.8 
Stratz 57 1 1.7 57 36 63. 
Fry 14 0 O 14 5 35.7 
Galabin 92 15) «(16.1 92 69 75. 
Hautel 123 | 123 92 74.1 
Hirst 28 0 Oo 28 24 50 
Siebert 24 10 16.8 24 S$ 
Dorman S4 10 11.9 84 88 45. 
Welti-Pinard 149 4 2.6 149 34 32.7 
Lomer 236 21 8.9 178 105 =«60 
Drejer 49 2 4.09 50 12 23.5 
Platzer 46 4 8.7 46 25 53.2 
Zedler 16 2 12.5 16 6 37.5 
Higgins 75 8 10.6 ? ? 
Rotunda Hospital 74 ? 
Murphy 61 2 3.2 ? ? 
Klein 138 13 9.4 ? ? 
Sehauta 234 16 6.8 234 127 54 
Strassmann 231 22 9.5 231 144 61.2 
Driessen 125 19 15.2 125 80 64 
Doranth 216 20 9.3 216 152 70.3 
Fournier z 0 0 7 3 i 
Koblanek 467 18 3.8 ? ? 
DeLee 30 1 3.3 3 18 41.9 
Amadi et Ferri 100 5 Ds 100 So: 3s 
Behm 52 0 0 52 30. «60. 
Totals. 2756 213 74 1985 1075 54.1 
Jewett: Am. Jour. Obst. 2010 «10.9 2020 1159 57.3 
Behm, omitted, repeated 40) 0 40 31 
4726 434 «92-3965 2201 55.5 
Abdominal Cesareans. 
ttCases collected by Holmes: also 7 babies 25 5 20. 25 9 36. 
died within 14 days. 16 «64. 
Jewett: Am. J. Obs., p. 943, June, 1909. 95 11.5 7 37 
Davis, Asa, Am. J. Obs., p. 120, Jan. 1915. 21 2 9.5 21 7 383 
Davis, E. P., Penn. M. J., p. 292, Jan., 1915. 18 0 oO 18 7 3i.0 
Foulkrod: Am. J. Obs., p. 459, Mar. 1913. 4 - Bo. 1 25 
Doederlein: Cent. f. Gyn. p. 1585, 
No. 38, 1913. 146 12 8.9 146 44 30.1 
Total Cesareans 309 10. 311 111) 35.6 
Obstetric Treat. 4726 43, 9,2 3965 2201 55.5 
Preantiseptic Period, 1078 229 21.2 10383 554 53.6 


Murphy: Midwifery, 1862, p. 698, et seq. 

+Braun, C.: Gynecology, 1881, p. 561. 

++Blacker et seq. to Behm taken from table in “Cesarean Section an Improper Procedure, 
Jour. Am. Med. Assn., May 20, 1905. 


| 


236 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


servation of time of the operator, is a travesty on scientific endeavor. 
I feel that the modern trend of obstetric practice has been to apply 
surgical manipulation to normality to a degree which is not in conso- 
nance with refinement of judgment. What is needed is a reformation 
in the rules and the development of an obstetric conscience which will 
permit intervention only when intervention is imperatively needed. 
Strict indication is one thing, but the widespread use of operative 
interference with no indication except the whim, or plain obcecation of 
the attendant, has spelt disaster, has retarded the progress of obstet- 
ries, and has fended off the days of conservation of the expectant 
mother and her unborn child. It is a reproach on the medical pro- 
fession that a city like Newark may advertise the fact that it is safer 
to be delivered by a midwife than by a physician or in a hospital. 


CONCLUSIONS 


1. In safe conservative hands maternal and fetal mortalities have 
decreased in private practice. 

2. The maternal and fetal death rates, in hospitals, have not shown 
an appreciable decline in one hundred vears. 

3. The fact that the death rate among the emergeney eases (i.e., 
those sent in by medical attendants) is over ten times that of regular 
applicants in the New York Lying-in Hospital is a reflection on the 
preliminary medical training of the profession. 

4. Scientific investigation of antenatal pathology which will promote 
a prophylactic therapy will lower infant mortalities more than the 
present attempts to do so by routine operative termination of labor. 

5. A properly conducted prenatal clinic, combined with conservative 
conduct of labor is a more certain method for securing declining death 
rates than promiscuous intervention. 

6. Under normal conditions, spontaneous labor, aided by proper 
analgesia, is the safest way for mother and child. Inordinately ap- 
plied operative interferences increase the hazards of birth. 

7. The authorities who have fostered a peculiar method of routine 
interference in all parturient women, with their imitators, have re- 
tarded the advance in obstetric care, and are part contributors to the 
high American mortalities incident to childbirth. 

8. It is a lamentable thing that properly controlled midwives will 
have less mortality than those who practice a routine intervention. 

9. The proponents of operative cults have produced no evidence to 
show that their systems are more worthy, less risky, and promise a 
higher conservation of life than carefully watched spontaneous labor. 

10. There are no more reasons why all parturient women should be 
delivered by operation than that all people should be inflicted with rou- 
tine enemata or catheterization. 
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11. A medical fad should be discountenaneced: precept and example 
founded on injudicious enthusiasm lead to many unwise courses. 

12. Indications for obstetric operations demand revision: certainly, 
they should be more clearly drawn and curtailed, rather than extended. 

13. A wise conservation in obstetrics will be more productive of 
ideal results than injudiciously used skill. 

14. Obstetrie teaching is so deficient in most colleges that there 
should be a sharp and early improvement: so long as obstetric teaching 
is defective so long will obstetrie results be bad in practice. 

15. An obstetrie curriculum should be devoted to practieal instruc- 
tion on the mannikin, in the class room, and in the c¢linic; obstetric 
surgery should be a very small part of the coordinated whole. The 
proper place of the latter is in postgraduate courses intended for those 
preparing for the specialty. 
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FORCED LABOR; ITS STATUS IN OBSTETRIC TEACHING* 
By JoHNn Osporn Pouak, M.Sc., M.D., F.A.C.S., BRooKLYN, NEw YorK 


OR the purpose of this discussion we shall consider the comparative 
status of such procedures as: 

1. The induction of premature labor in contracted pelves, with a 
conjugate vera of 8.5 em. or more. 

2. The induction of labor at estimated term in normal pelves by the 
introduction of the bag, bougie, or vaginal pack. 

3. Procedures for the shortening of the course of the second stage of 
labor, such as the use of pituitary extract or of routine forceps when 
the head is below the spines, or on the pelvie floor, and the cervix is 
fully dilated, with deliberate discission of the outlet soft parts. 

4. Measures which entirely eliminate the second stage of labor, as 
elective internal version, and elective cesarean section, and finally: 

5. Hurrying the third stage by the immediate and forcible expres- 
sion of the placenta, with the first uterine contraction. 

It would seem that it is time for us as a Society, composed of the 
leading obstetricians of this country and Canada, to formulate certain 


*Reod at the Forty-sixth Annual Meeting of the American Gynecological Society, 


Swamp- 
scott, Mass., June 2:4, 1921. 
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indications and methods of procedures and to agree as to the admitted 
status of the different forms of intervention. 

A large proportion of our Fellows are teachers of obstetries and 
gynecology in medical schools and our attitude, which voices as it does 
our criticism or commendation of a presented procedure, has much 
to do with moulding the ideas of the profession in the practice of 
obstetrics. 


TABLE I* 
ANALYSIS OF 100 CONSECUTIVE CASES 
INCIDENCE OF CONTRACTED PELVISt 


Justo Minor Pelvis 36 


Flat simple 25 
Flat rachitie 2 
Funnel 43 


~ 106 or 10.6 per cent 


*From The Long Island College Hospital, Maternity Service. 
tEvery patient has careful prenatal mensuration—checked up again on her discharge from 
the hospital. 


TABLE II 
PRESENTATIONS 
INCIDENCE OF ABNORMAL PRESENTATIONS 


sreech 27 
Face and Brow 6 
Transverse 4 
Twins 4 
Complex, hand and cord 1 

= “4° 
Vertex 958 

1090 


As teachers we must distinguish between what is safe for the trained 
specialist to do, and what is safe for us to teach our students to do; 
for we must all admit that we are not turning out a trained product 
in obstetrics when we graduate our men from a medical college. 

In order to justify our endorsement of such procedures as induction, 
prophylactie forceps, elective version, elective cesarean, and forced 
expulsion of the placenta, it must be shown that these procedures have 
reduced the dangers of childbirth for the child-bearing woman, and 
that the temporary relief gained from shortening the labor is not 
gained at the expense of greater trauma, infection, and subsequent 
invalidism than results from normal labor. 

Further than this we must show that the occurrence of stillbirths 
and children not surviving the first week is actually reduced in num- 
ber. Unless this ean be demonstrated, meddling with the physiologic 
processes of labor should be discountenanced. 

In this discussion we are not considering forced labor or its applica- 
tion to abnormalities, except in slight relative pelvie contractions, or 
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where the patient has reached term and the child promises to exceed 
the normal limits, but we are discussing intervention in the course of 
normal labor to shorten the process, and to relieve the woman of a 
few hours of suffering. 

Regarding hydrostatic bags, certain questions must be put and an- 
swered. 1. Are they free from danger? 2. Do they always induce 
labor? 3. Do they increase the frequency of operative termination? 
To the first of these queries we must answer in the negative, for in 
our experience, which has not been inconsiderable. the introduction 
of the bag has increased the danger from infection. has displaced the 
presenting parts, has caused malposition, and has allowed the presenta- 
tion to become complicated by prolapse of the arm and eord. 


TABLE III 


ANALYSIS OF VERTEX CASES 


A 
L. O. P. og 
R. O. A, 128 
R. O. P. 306 
958 


Spontaneous anterior rotation was the rule. 


TABLE IV 


Primipara 506 


Multipara 494 
1000 


Incidence almost equally divided. 


In Reed’s two hundred eases, twelve babies were lost; this is over 
three times the mortality rate which has oceurred in our elinie from 
a study of a long series where every patient has been treated on the 
principle of intelligent and aseptic expectaney. In Mosher’s 270 eases, 
there were three prolapsed cords. This is several times the incidence 
found in normal labor. 

If we are correct in our belief that there is real danger in making 
vaginal examinations in labor during the first stage, and if we admit 
that rectal examination really cuts down the dangers of contact infee- 
tion, and that vaginal examinations add something to the risk of infee- 
tion, then how ean we accept putting a foreign body in the cervix 
which remains there, obstructs drainage, and increases traumatism and 
thus adds to the dangers of infection? 

As teachers let us at least be consistent. Does the introduction of a 
bag always induce labor? Here again we must answer in the negative; 
for in Reed’s series a second bag had to be introduced in four eases, 
and all of us have had the experience that labor often ceases with the 
expulsion of the bag from the cervix. On several occasions we have 
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seen the cervix recontract and labor pains entirely cease after the bag 
has been expelled. 

One of my patients expelled three bags and then went on for two 
weeks without labor pains when she spontaneously delivered herself. 

Forced dilatation of the cervix, notably in multiparae, does not nee- 
essarily induce labor. The idea that we can always induce labor by 
dilating the cervix is erroneous. This observation has been noted and 
reported on by many careful clinical observers. 

In Dorman’s excellent review of dry labors at the Woman’s Hospital, 
he definitely states that induced labor is followed by a higher operative 
termination than in labors allowed to end spontaneously and con- 
cludes with the following remarks: 

‘*The use of the dilating bag even when employed to induce labor, did not reduce 
mortality and seemed unfavorable to the fetus: with an operative termination of 54 
per cent of such induced labors, an average of over 12 hours, the question arises 
as to whether induction of labor by bags is justifiable.’’ 

The number of forceps and versions in both Reed’s and Mosher’s 
series show a higher incidence than is common in good obstetrie prac- 
tice; consequently we feel that induction of labor in the minor degrees 
of contracted pelvis is not for the best interests of the mother or the 
child, and as for induction in those cases where the patient has sup- 
posedly reached term, we feel that until we can accurately determine 
the beginning of pregnancy we cannot even with mensuration accu- 
rately determine when it should terminate. 


TABLE V 
CONDITIONS COMPLICATING TIE PREGNANCY AND LABOR 


Endocarditis, decompensated 


Mitral stenosis 4 
Mitral regurgitation 3 
Complete premature separation of the placenta 2 
Partial separation 9 


Large fibroid tumors of the uterus } 
Subluxation of the sacroiliac joint ] 
Toxemia of the later months 37 
Placenta previa 2 
Prolapsed cord 


Furthermore, so many of these cases surprise us by having a spon- 
taneous delivery that it is but fair that they all should have the test 
of labor, and then be handled on their obstetric merits. 

Shortening the second stage of labor by the use of pituitary extract, 
or the routine use of prophylactic forceps with lateral discission of 
the soft parts, should not be taught in our medical schools. Pituitary 
extract is never safe while the child is in the uterus, for the tetanic 
spasm which it occasionally induces and which cannot be foretold, 
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has cost the life of many babies, even when the head has been in the 
vagina. The spasm induced has repeatedly separated the placenta 
from its uterine attachment or so compressed it against the fetal 
tampon that the placental circulation has been eut off. 


TABLE VI 


INCIDENCE OF OPERATIVE INTERVENTION 


Forceps, low and median 23 
Induction of Jabor by bag for toxemia 4 
Manual conversion of face to vertex Z 
Perforation of after-coming head 1 
Cleidotomy 1 
Cesarean section 
Incidence of forceps 2.2 per cent 
Incidence of cesarean 0.8 per cent 
Incidenee of version 0.5 per cent 


TABLE VII 


Tikp STAGE, ConpuctT IN 1000 CASES 


Spontaneous delivery of placenta after signs of separation 


were evident, with or without pressure on fundus 997 
Manual removal of retained placenta 3 
1000 

Blood loss, varying from 10-200 309 
P00-400° 501 

100-500 137 

Over-600 

1000 


Does shortening the second stage by surgical anesthesia, forceps 
extraction, and discission of the soft parts, thus relieving the woman of 
an hour or two of pain which ean be safely controlled by chloroform 
a la Reine, or gas-oxygen anesthesia, leave the woman in a_ better 
physical state than less heroi¢ measures? 

While we know that this can be and is done by the expert with little 
or no ill effects to either mother or child, we feel that such pernicious 
teaching in the hands of the practitioner will cause even more damage, 
morbidity and mortality to both than we are getting with more con- 
servative methods. For our own experience has been that, given a 
normal pelvis with a cephalic presentation in one of the anterior posi- 
tions, the woman who delivers herself spontaneously, even without the 
presence of a physician, has less actual injury to her structures, than 
when she is attended by some one who makes an attempt at disturbing 
the physiologic processes. 

Time and physiologie dilatation with the bag of waters intact is the 
only way that eervieal injury ean be minimized. That version has a 
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distinct place in obstetrics is admitted, and there is no doubt that its 
indications should be wider, as a large proportion of our occipitopos- 
teriors would be better treated by version than by our present method 
of expectancy. Moreover we owe to Potter a great debt in perfecting 
and popularizing his improved technie of version, but with it all, he 
has not established its indications though he has essayed to establish his 
indications. Version cannot be considered an elective procedure in 
normal cases. 


TABLE VIII 


MorBIDITY 


Rectal examinations used exelusively, except in dystocia 
Morbidity—A temperature of 101° F, for over 24 hours is 
charted as a febrile convalescence 


Febrile puerperia 59 
Afebrile 941 

L000 
Morbidity 5.9 per cent 


TABLE IX 


COMPLICATIONS OF PUERPERIA 


Febrile puerperia 59 
Infection of repaired perineum 11 
Pelvie cellulitis 26 
Thrombophlebitis 6 
Blood stream infection 9 
Mastitis 7 

59 

Of the blood stream infection 
Culture showed viridans in o 
Culture showed streptococcus longus in 6 

Deaths, in 1000 eases 
From influenza pneumonia ] 


From puerperal infection (Streptococcus viridans 
in blood stream—same obtained from throat on 
admission ) 3 


Mortality 04 
In 4500 conseeutive cases, including this 1000, 
7 deaths, making a mortality for our last 4500 
deliveries .0015 per cent 


Elective cesarean section is being done for constantly widening 
indications, and undoubtedly has a place in our obstetric armamenta- 
rium, but here again this easy method of delivery is being used too 
freely and without well grounded obstetric indications. 

In two hundred eases of labor in contracted pelvis, recently studied, 
we found that 81 per cent delivered spontaneously, or the labor was 
terminated with low forceps. This certainly shows that each ease of 
relative contraction is at least entitled to a proper test of labor before 
the abdomen is sectioned. 
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While the application of forceps to the engaged head in the pres- 
ence of properly prepared soft parts is admitted to be a most valuable 
procedure, both in the interests of the mother and the child, when the 
fetal arrest is due to failing powers, it has its limitation of safety as a 
routine measure, and definitely increases trauma to the soft parts. 
Therefore, we feel that shortening the second stage by intervention 
with the foreeps is not justifiable as a routine measure any more than 
eliminating the second stage and delivering every child whose head 
will come into the brim, by elective version and extraction, with no 
other indication than to eliminate the second stage of labor and thus 


TABLE X 


ANALYSIS O ETAL JONSEC E CASES 
ANALYSI F FETAL DEATHS IN 1000 CONSECUTIVE C 


Stillbirths, 
X 1 Large head, breech presentation 
X 2 Large head, breech presentation 
X 3 Large head, breech presentation 


(Comment—There is always difficulty in estimating size of 
after-coming head.) 
4+ Accidental Hemorrhage 
» Accidental Hemorrhage 
6 Placenta previa 
X 7 Version of transverse, cord around neck, breech extraction, 
8 Toxemia 
% Toxemia 
10 Toxemia 
11 Toxemia 
12 Premature Syphilis 
13 Macerated 2nd twin-—Ist living 
14 Macerated 2nd twin—Ist living 
X 15 Full term, vertex asphyxia—2 coils cord around neck 
X 16 F. I. Stillbirth—cause not determined 


macerated 


Infant deaths; 
X 1 Aerania—died in 3 hours 
2 F. I died in 4 days 


oF. 3 died in 4 days 

4 F. 1. died in 4 days—premature 

5 F. I. died in 4 days—-umbilical hemorrhage 

6 F. I. died in 1 day. 
Stillbirths 19 1.9 per cent 
Infant deaths in first 14 days 6 0.6 per cent 
Stillbirths and deaths up to 14 days 25 2.5 per cent 


Six—checked (X) stillbirths, might have been saved had our 
obstetrics been more nearly perfect. 
The remaining 13 were beyond all hope, even had we been 
perfect obstetricians. 
In 4500 consecutive deliveries—Cause of 7 Maternal deaths, 
X 1 Postpartum hemorrhage 
2 Accidental hemorrhage 
4 Mitral stenosis—broken compensation, not confirmed. 
5 Influenza-pneumonia 
X 5 Puerperal Infection 
Puerperal Infection 
During epidemic following Influenza 
X 7 Puerperal Tifection 


A 
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relieve the woman of the pains and agonies of childbirth. Neither is 
it safe teaching for the student or graduate without months or vears of 
special training. 

Take Potter’s own report before the Philadelphia Obstetric Society, 
of 1,113 labors with 920 versions and 80 cesarean sections, with a 
fetal mortality of 6.7, and compare it with the figures resulting from 
intelligent expectancy and indicated intervention which I will show 
you in subsequent tables. 

All of Potter’s cases were attended by himself, a trained expert, 
whose experience in version is probably greater than any other living 
man, yet his operative incidence is so much greater than has been 
shown to be necessary in good practice, and his fetal mortality so much 
higher, that I cannot see on what ground he claims endorsement for 
his procedure. 

Furthermore, cesarean section is not without its morbidity and its 
mortality. Beek showed that there was a 30 per cent morbidity in his 
study of 107 eases. Rupture of the cesarean sear is not an unknown 
possibility and, in my collective study of 2,000 eases done by the lead- 
ing operators throughout the country, there was a mortality of nearly 
10 per cent, and of over 2 per cent in the elective group. 

Another precedure that should come up for consideration and com- 
parison, is hurrying the third stage of labor by expression of the 
placenta with the first uterine contraction after the child has been 
delivered. This is definitely unphysiologie in that it takes time for 
the uterus by its contraction and retraction, to separate and expel the 
placenta and produce proper uterine hemostasis. While this practice 
may be safe in the hands of the trained specialist, it is bad practice and 
bad teaching for the practitioner and for students. 

A careful study of the foregoing statisties ean leave no question in 
the mind of any of my auditors that for the ordinarily trained man, 
intelligent expectancy and indicated intervention in the interest of 
only the mother and child, not for the convenience of the practitioner, 
is the safest practice and is surest in its results. 


287 CLINTON AVENUE, (For discussion, see p. 297.) 
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THE DRUDGERY OF OBSTETRICS AND ITS EFFECT UPON THE 
PRACTICE OF THE ART, WITH SOME 
SUGGESTIONS FOR RELIEF* 


By Brooke M. Anspacu, M.D., PHILApeLpHta, Pa. 


bbe RECITE the demands made upon the practitioner of obstetrics, 
that constitute the drudgery incident to the practice of the art, is 
like carrying coals to Neweastle. For the purposes of this paper, I 
shall mention briefly only those that seem to be the most distressing. 

The uncertainty as regards the time of onset of labor is proverbial. 
Who can determine in a given case precisely when labor will take 
place? Although, in a majority of instances, computed by the eus- 
tomary rule, the date can be fixed approximately, a variation of from 
ten days to two weeks is not unusual. Such variation cannot be re- 
garded as abnormal so long as there is no way of ascertaining precisely 
when ovulation and conception took place. This uncertainty leads to 
much annoyance and inconvenience for the patient, her family, the 
doctor, the nurse, as well as for the management of the hospital, if she 
elects to go to one, in which she is to be delivered. 

It is upon the obstetrician especially that the burden falls most 
heavily. Thus he finds it diffieult to leave town or must delay his 
roing, since some one is always overdue; or if the coast seems clear 
and he is permitted to depart in peace, an unexpected or premature 
labor is sure to call him back. And so his plans invariably misearry, 
for he is either detained at home, or sent for when he leaves. 

As soon as the patient falls into labor, the obstetrician must revise 
his daily routine to some extent at least, rearranging his visits and his 
work so as to be able to reach her as quickly as possible, or he may 
accept the risk of the day’s work and trust to good fortune to be on 
hand when he is needed. In complicated cases there is no choice, for 
here he must be in more or less constant attendance throughout the 
entire labor. How frequently it happens, in such eases, that, at the 
end of an extended period of observation, the best judgment and skill 
of the obstetrie attendant are required to effect a successful outcome, 
and this, too, at the most inopportune time, when the physician is 
exhausted and physically and mentally unfit to undertake the work. 

It is doubtful whether there is any more troublesome exigeney in 
any branch of medicine or surgery, or one that requires more well- 
balanced judgment and greater skill. Neither is there any situation 
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in which the physician feels more keenly the burden of responsibilitv— 
the mother and the child, the anxious relatives. It is an undeniable 
fact that at this time, in order to do his work most successfully, the 
obstetrician, as well as his nurse and assistants, should be unfatigued. 

Upon the obstetric nurse the hardship is in some respects even 
greater. She it is who spends weary hours listening to complaints, 
attempting repeatedly to comfort the patient, who, forsooth, cannot be 
comforted. She must bear the stress of possible operative delivery 
at the conclusion of this trying period, followed by the immediate 
after-care. She has two patients instead of one. In private home eases 
many additional cares are added to her already heavy burdens—the 
preparation of meals, the laundry, dealing with the servants and mem- 
bers of the family, ete. 

As a consequence, many physicians and most nurses dislike obstet- 
ries, and avoid it to as great an extent as possible. It is often quite 
difficult to persuade a good surgical nurse to undertake obstetric nurs- 
ing. The number of physicians who endeavor to practice obstetrics is 
small as compared to those who enter other specialties, and in the 
nursing field the most skillful workers do not commonly select this as 
their chosen sphere of usefulness. 

What is the result of the unusual demands made upon the time, con- 
venience, and patience of the obstetrician? Does it influence him in his 
eonduct of labor? First of all, it is natural that, in order to save 
himself as much as possible, so that he may be in better condition to 
overcome the difficulties that he may be required to face later, the 
obstetrician may not, during the earlier stages of labor, give his pa- 
tient the close attention she might reasonably expect to receive. The 
question here arises whether obstetricians as a class are doing all that 
is possible, under existing conditions, to alleviate the pains of the first 
stage of labor. ‘‘Twilight sleep’’ has come and, fortunately, gone. 
Was there not, however, some little truth, at least, to be taken from 
it? Would it not be desirable to do a little more than is done usually 
to ease the sufferings of the first stage, for example, with either mor- 
phine and scopolamine, or with nitrous oxide and oxygen, or with 
all of these combined? And in the second stage, is the obstetric 
attendant usually at hand to begin analgesia as soon as complete dila- 
tation of the os is accomplished? Does not the patient often wait 
weary minutes or even hours until the obstetrician arrives? May it 
not be merely the joy that the pain is over and that another soul is 
born into the world that keeps some of our patients from reminding 
us of the pains they have been permitted to suffer and to reproach us 
for the little we tried to relieve them? 

It is not hard to perceive that efforts, conscious and subconscious, 
are made to remove these difficulties in obstetrie practice. The ex- 
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pectant mother grasps quickly at any new plan that will bring on her 
labor at the appointed time, that will hurry it along and save her 
from pain, ete., little knowing or weighing the disadvantage to herself 
or to her baby. And the obstetrician, no matter how conscientious he 
may be, is almost tempted to induce labor at a set date, administer 
stimulants for the pains, and adopt manipulative or operative measures 
to shorten the period of parturition. But who would have the temer- 
ity to declare that an artificially induced, conducted, or terminated 
labor is as safe for the mother and the child as a normal one? And 
are we not all agreed that the best plan is to let the obstetrie patient 
alone until some actual indication arises for giving assistance ? 

This problem, and it is by no means an easy one, of relieving the 
practitioner of the drudgery of obstetrics, is yet to be solved. We 
can do no more than formulate plans, and then put them to the test 
of experience. With this purpose in view, I venture to offer the follow- 
ing observations and suggestions: 

While the almost general and universal use of hospitals for obstetric 
eases has infinitely lessened the drudgery of obstetrics, much is still 
to be desired in the direction of securing close cooperation between 
the obstetric intern and the practicing obstetrician. The obstetric in- 
tern should not only be permitted, but should actually be trained to 
examine the women in labor under his care. Indeed, before she enters 
the hospital, the patient should be made to understand that the praec- 
ticing obstetrician will call into cooperation with him, the obstetrie 
intern. 

During pregnaney the obstetrician should be careful to write a 
full history and make complete and regular notes of visits and exam- 
inations, including the results of pelvimetry, the diagnosis of position, 
ete., which should be sent to the hospital as soon as the patient goes 
into labor. These notes, with perhaps a telephone conversation, will 
give the obstetric intern the information he requires. As a result, he 
wili be better able to look after the patient during the early stages, 
and will summon the obstetrician when he is needed. In the larger ma- 
ternity hospitals fresh attendants may be provided throughout labor 
by a shifting staff of anesthetist, two nurses, and an obstetric intern, 
every eight or twelve hours. 

If the period of labor of a patient continues beyond the time allotted 
to the staff on duty when she is admitted, the notes made by the first 
staff may be turned over to their successors. By this plan perfect 
analgesia throughout labor may be maintained by well-trained attend- 
ants who are unfatigued and thoroughly awake to the necessities and 
requirements of the case. There need be no attempt to hurry labor, 
unless this appears to be to the distinet advantage of the mother or 
ehild. Induced labor will be unnecessary, and if the patient requires 
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skilled operative or manipulative attention, this can be secured from 
one who has not borne the stress of the earlier stages, and who is unfa- 
tigued and therefore at his best. 

An elaboration and possibly an outgrowth of this plan would be the 
association of several obstetricians, men of approximately equal stand- 
ing and experience in one maternity hospital. Instead of engaging 
a particular obstetrician to care for her, the patient would enlist the 
services of the group collectively, stipulating that she would be will- 
ing that any one of them should look after her, the choice depending 
upon the time of her delivery. 

In certain large surgical centers, a patient is not permitted to 
name his surgeon, the selection being made by the management. ‘The 
layman is satisfied with this arrangement since he realizes that, after 
all, it is to his advantage. So, too, the laywoman appreciating that 
what is done is to her advantage, might grow perfectly content. She 
might then look confidently forward to securing comfortable accommo- 
dations, regardless of when labor begins, to perfectly conducted 
analgesia, and to the services of a skillful obstetrician at his best. She 
would be spared the induced labor, the long hours of indifferent or 
absent analgesia, and the anxiety of waiting for the physician to 
come. The result to women as a whole could scareely fail to show 
improvement. More physicians and nurses would take up obstetrics 
enthusiastically, and the most important episode in the life of any 
woman would receive the careful and skillful attention it deserves. 


1827 SPRUCE STREET. (For discussion, see p. 297.) 


BASAL METABOLISM IN PREGNANCY AND THE 
PUERPERIUM* 
By Josery L. Barr, M.D., Cuicago, 


FPHIS study comprises a series of basal metabolism readings in nor- 
mal women in pregnancy and the puerperium, an attempt at inter- 
pretation of the results, and some interesting pathologie cases. 

While the literature on the general subject has become quite volu- 
minous, very little has been published that bears on the subject matter 
of this paper. 

The experimental work of Warburg on the respiratory exchange in 
sea-urchins’ eggs showed that the oxygen absorption of the unfertilized 
ovum is about 500 times that of the sperm cell of the same species. 
But when the two cells unite in the act of fertilization, the oxygen 
absorption goes up to about 3500 times that of the sperm. It is safe 
to say that something like this oceurs in the mammalian ovum upon 
fertilization. The energy metabolism of a mammalian ovum cannot, 
however, be studied at an early stage, and it is not until well beyond 
the middle of pregnancy that the respiratory exchange of the fetus 
is large enough to be measured by existing means. 

Murlin investigated what kinds of material are oxidized to furnish 
the energy in the fetus and new-born and also how much energy is 
thus set free in the pregnant woman and new-born child in comparison 
with the adult? 

Several observers had noted a rising respiratory quotient during 
pregnancy in both lower animals and the human subject and there is 
no doubt from the observations of Carpenter and Murlin, and Hassel- 
baleh that the respiratory quotient is higher just before parturition 
than just after, but they are not certain to what extent the limited diet 
usually allowed the mother in the days immediately following delivery 
is responsible. 

Magnus-Levy seems to have made the first observations ever recorded 
on the energy metabolism of the pregnant woman and he noted an in- 
erease in oxygen absorption from 2.8 ¢.c. per kilogram per minute in 
the third month to 3.3 ¢.e. in the eighth, a rise of 17 per cent. 

In the woman pregnant with a single fetus the observations of Zuntz, 
Carpenter and Murlin, and Hasselbalch agree in showing an extra 
metabolism near term of about 4 per cent over that of the same woman 
or other women in complete sexual rest. All these authors surmise that 
“a tae at the Forty-sixth Annual Meeting of the American Gynecological Society, June 
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this is scarcely more than may be accounted for by the increased res- 
piratory activity necessary to preserve the hydrogen-ion concentration 
of the mother’s blood. 

Carpenter and Murlin made observations in three cases of human preg- 
naney at the Nutritional Laboratory in Boston. Two primiparae and 
one multipara were observed in the bed calorimeter for some weeks pre- 
vious to parturition and mother and child were placed together in the 
calorimeter as soon thereafter as possible. 

In two of the cases the comparison of antepartum and postpartum 
metabolism of mother and offspring together showed a difference of 
less than 1 per cent. The other case showed a difference of 7 per cent. 
The authors say that the curve of total energy metabolism of the 
mother and offspring suffered no deflection at parturition. The de- 
mands on the mother’s digestive system are not greater. She is ealled 
upon to supply the same amount of energy in potential form to her- 
self and child immediately after parturition that she did to. herself 
and child immediately before it. 

The rate of oxidation or heat production per unit of weight for the 
puerperal woman in these cases was 11 per cent higher than the average 
for 8 nonpregnant women and 7 per cent higher than that of the same 
subject just before delivery, the difference being ascribed partly to 
the increased activity of the mammary glands and in part to the stimu- 
lating effects of the products of involution. 

Snell, Ford, and Rowntree have recently shown that menstruation 
affects the basal metabolism rate in women in health and disease. A 
rather constant rise occurs during menstruation or in the premenstrual 
period, this rise being followed by a postmenstrual fall. 

Basal metabolism may be defined as the measure of the energy 
metabolism of a normal subject at complete rest and in the post- 
absorptive state. It is determined by ascertaining the heat produe- 
tion or gaseous interchange in such a subject during a certain period and 
may be expressed in calories per kilogram of weight of the subject. The 
earlier investigations of Du Bois and others in a few carefully stud- 
ied cases of thyroid disease revealed the possibility of utilizing the 
basal metabolie rate as a method of clinical investigation. 

The elinieal study of basal metabolism may be by one of two meth- 
ods: By direct or by indirect calorimetry. The calorimeter itself may 
be either a chamber calorimeter in which the subject is placed and 
breathes freely, or it may be a calorimeter of the nose-breathing or the 
mouth-breathing type in which the inspired and expired air and gases 
are mechanically separated. 

Direct calorimetry depends upon the direct measurement of the 
heat of radiation, conduction and vaporization. Indirect calorimetry 
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depends upon the measurement of oxygen consumption with or with- 
out measurement of CO, production. 

Determinations based solely on O, consumption are generally ac- 
cepted by Benedict and others. 

lor this work, which was begun a year ago, it was found essential to 
have a light, portable, bedside apparatus. The Jones machine was 
considered, and after checking it against the results obtained with the 
available Benedict apparatus it was found entirely satisfactory, and 
thereafter was used throughout the series.* 

Jarly in the work certain practical difficulties appeared. The cases 
were obtained from among the women of the Michael Reese Maternity 
prenatal clinic. Attempts to have the women prepare themselves by fast- 
ing overnight at home and then coming to the maternity for a 30 minute 
rest period soon proved impracticable, as the women frequently broke 
their fast, or complained beeause of the long street car ride before break- 
fast, and the plan was then altered to admit these women to the mater- 
nity on the previous day, putting them at rest and having them under 
proper conditions. Many women, having been subjected to first read- 
ings and being out-patients not under complete control, failed to re- 
turn for subsequent readings until they went into labor. Some of the 
women could not be made to cooperate in spite of repeated trials and 
had to be dropped from the series. Pathologie conditions developing 
in pregnancy and the puerperium barred still others. As a result of 
these difficulties the number of properly completed cases, that is, sue- 
cessive readings on the same patient, dwindled from 105 to 44, on 
which these results are based. 

Patients were given the usual preparation which ineluded a light 
evening meal, thereafter only water until midnight, then nothing by 
mouth until the morning test was completed, no enema, no eatharties, 
and 30 minutes of absolute rest in bed and quiet before the readings 
were begun. These were taken between 8 and 10 a.m. In each ease if 
two consecutive readings came within .1 minute, a third was not 
deemed necessary for that observation. 

The charts shown extend from the thirty-fourth week of pregnancy 
to the 10th day of the puerperium. Readings earlier in pregnancy were 
insufficient in this series to warrant reaching an average. It may be 
stated that such rates as were obtained in the early weeks showed 
little or no inerease above the normal. 

The curve shows a gradual rise from + 26 in the thirty-fourth week 


*A personal communication from Professor A. J. Carlson, Head of Department of Physi- 
cology, University of Chicago, as to the clinical accuracy of the Jones metabolimeter reads as 
follows: 

“My dear Dr. Baer: Referring to your letter of the 6th, and our telephone conversation 
of a week ago, I wish to say that we have made a number of check tests on the Benedict 
Portable Calorimeter, and the Jones Metabolimeter. In our experience the Jones apparatus 
checks with the Benedict within 2 per cent, that is to say, as closely as the Benedict apparatus 
checks against itself on a series of tests on the same person during any continuous period 
of observation.” 
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to +33 in the fortieth week, a moderate drop to +15 on the third day 
postpartum and a fall to +5 by the seventh day and normal by the 
eleventh day. The highest and lowest readings show somewhat less 
accurately a similar rise and fall. 

The second chart gives the figures from which the curve was con- 
structed. 

The ages ranged from eighteen to forty-two years. There were 18 
primiparae and 26 multiparae ranging from para ii to para vil. No 
distinction as to metabolic rate values could be drawn on this basis, 
but in the continuance of the work, patients are being limited chiefly 
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to the primiparae as they are more willing to remain overnight in 
the maternity than the mothers. 

It was intended to admit only healthy women to the series. How- 
ever, 2 cases of thyroid involvement were included in the series. Cases 
78 and 79 showed a symmetrical enlargement without symptoms, were 
below the series average in metabolic rate, and had the characteristic 
drop of the puerperium. If thyroid enlargement in pregnancy is pri- 
marily compensatory in nature, the results obtained in these two cases 
may be accepted as further evidence of that concept. Five cases of 
toxemia of pregnaney associated with increased blood pressure and 
urinary findings of mild degree developed in the series, Nos. 19, 26, 
34, 47, 57, and were not considered, but in only 2 instances did these 
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vary from the general averages obtained. No. 14 was a para iv with 
marked acidosis who gave birth to twins one of which died. The see- 
ond, No. 26, a para i had a blood pressure of 158 systolic, albumin ++, 
was a low forceps, and had fever from the third to the tenth day of the 
puerperium. Her rates were +45 in the thirty-fifth week, + 35 in the 


thirty-seventh week, + 18 on the third day of the puerperium, and +11 
on the tenth day of the puerperium. Three cases of pyelitis, Nos. 16, 


Cuart II 


| NUMBER| “AVERAGF 
LENGTH OF | OF HIGHEST LOWEST | OF ALL 
__ PREGNANCY PATIENTS RATE __|READINGS 
34th Week 8 +53 +10 | +26 
35th 4 +45 +10 | +31 
36th 
37th 11 | +45 | 420 | +29 
38th 6 +42 +20 +33 
th 12 | +46 +25 +35 
40th +57 ‘| 410 | +33 
4 434 . | 
4th 13 | +25 0 +11 
Sth | 4 | $15 0 +8 
6th 3 | +15 +3 +9 
ith a | 415 +5 
Sth «6 3 +6 -5 +2 
Oth 3 5 | 0 +3 
17 | | -8 | +58 
llth «6 “ “4 | 410 | | 414 


Figures from which curve in Chart I was constructed. 


45, and 62, one of which (62) likewise had a low grade puerperal in- 
fection, showed no great variation from the average findings. Eight 
sases developed fever in the puerperium, No. 9, bronchitis, No. 11, 
mild puerperal infection, Nos. 16 and 45, pyelitis, No. 48—100.8 on the 
seventh day; No. 62, pyelitis and puerperal infection; No. 65, ab- 
dominal pain and 101 on the eighth day. In none of these cases were 
readings taken. until after 24 hours of normal temperature, and all 
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except No. 62 conformed generally to the normal averages. Her rates 
were + 55 in the thirty-seventh week, + 45 in the thirty-ninth week, +25 
on the fourth day of the puerperium and +17 on the tenth day. 

The obstetrical pathology included one transverse presentation, two 
cases of twins, two eases of breech presentation, and two microcephalie 
monsters. Labor was spontaneous in all cases excepting two low 
forceps, one mid-foreeps, two eases of version and extraction and two 
eases of induction of labor—one by means of eastor oil, quinine and 
separation of the membranes; the other by the introduction of the 
Voorhees bag. The average loss of weight of the cases seen in the 
thirty-ninth and fortieth week, and again on the third day postpartum 
was 7.257 kilograms; of this loss the average weight of the babies in 
this group was 3342 grams; the average weight of the placentas was 
813 grams, a combined average per mother of 4155 grams of rapidly 
rrowing tissues. If the increased metabolic rates in late pregnaney 
found in this work are confirmed by others a possible explanation may 
lie in the presence within the maternal organism of these young and 
rapidly growing tissues with a high energy production and utilization. 

The incomplete return to normal rates in the early days of the puer- 
perium may be due to the presence of the large uterine mass under- 
going absorption, and to the beginning of lactation. 

Separating the babies according to sex gave in the thirty-ninth and 
fortieth week group an average rate for the mothers bearing male 
fetuses of + 37, and of those bearing female fetuses of +34. Fetal sex 
in other words seems to play no réle. This is in conformity with the 
results obtained by Talbot in his exceedingly careful and comprehen- 
sive work covering studies of children from birth to adolescence. He 
found the eurves identical in the two sexes until a weight of 8 kilo- 
grams was reached, at which point, and up to 31 kilograms, the rate 
for boys distinetly exceeded that for girls. 

Pulse rates were recorded for every observation made. No ease with 
tachyeardia was admitted to the series. Thirty-eight observations 
‘anged between 80 and 90 in late pregnancy, while in the puerperium 
14 ranged between 60 and 70, 14 between 70 and 80, and 22 between 
80 and 90. 

Several other cases not included in the series deserve special mention. Through 
the courtesy of Dr. L. FE. Frankenthal, Case 8, a para ii, aged thirty-four, on 
whom he had made a diagnosis of macerated fetus, was seen in about the thirty- 
sixth week of pregnancy. At this time she complained of headache, but had no 
other symptoms. Blood pressure: systolie, 132; diastolic, 88. Urinary findings 
negative. Her reading was +10, confirmed by Dr, Harrie Jones, who did not know 
of the suspected dead fetus. Shortly thereafter she went into spontaneous labor, 
was delivered of a 46 em. macerated fetus, and her reading on the sixth day of 
the puerperium was +8. 

Case 17. A para xi, aged 41, with a very large nodular thyroid without sub- 


jective symptoms gave the following readings: 39th week, +65, pulse 72. 40th 
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week, +65, pulse 84. Spontaneous delivery in 10 hours; and on the third day otf 
the puerperium the reading was +37, pulse 84; on the 10th day, +22, pulse S80. 
If this case be considered a mild thyroid toxicosis and 20 points be deducted from 
all readings her curve would agree fairly well with the curve of the normal series. 
the thirty-seventh week and +50 in the 39th week, the weight of the babies was 
1270 gm. (female) who survived and 1700 gm. (male) who died 5 hours post- 
partum. The latter was a toxemia with acidosis mentioned elsewhere whose rates 
were +48 in the thirty-eighth week and +67 in the fortieth week and whose babies 
weighed 2890 (male) living and 1410 (female) microcephalie died in 12 hours. 


Cases 12 and 14: Twins. The former showed pregnancy readings of +33 in 


SUMMARY OF RESULTS 


1. The basal metabolic rate in 44 normal cases in late pregnancy 
averages 53 to 35 per cent above the normal for nonpregnant women of 
a surface area equal to the pregnant woman. 

2. Three days after delivery the average basal metabolic rate is only 
15 per cent above normal. 

4. Seven to ten days postpartum the average basal metabolie rate 
is approximately normal. 

4. Death of the fetus in late pregnancy is detectable in a woman 
otherwise normal by a drop in the basal metaboli¢ rate compared with 
the average in this series. 


CONCLUSIONS 


The following conelusions seem justified: 

1. The inereased basal metabolic rate in late pregnancy is due to the 
growing demands of the fetal organism and placenta. 

2. The incomplete or delayed return to normal is due to involution 
of the uterus and the onset of lactation. 

3. Twin pregnaney should show a rate above the average for single 
pregnancy when both twins are well developed. 

4. Thyroid enlargement may occur in pregnancy without increasing 
the basal metabolic rate above the averages obtained in this series. 

5. Differential diagnosis between uterine tumor and pregnaney will 
not be helped unless greater refinements in method show increased 
rates much earlier than in this series. The x-ray can be ealled on as 
early as the fifth month and with reasonable certainty in the sixth 
month. 
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A COMPARISON BY STATISTICAL METHODS OF CERTAIN 
EXTERNAL PELVIC MEASUREMENTS OF FRENCIL 
AND AMERICAN WOMEN* 

By Frep L. Apair, M.D., Minn. 


I, INTRODUCTION 


HE value of external pelvimetry is now generally admitted to be 

of little consequence for the determination of the actual size of 
the parturient canal. But it is conceded by many that it has distinet 
value as a routine obstetrie procedure in the determination of the type 
of pelvis and the detection of variations from the norm. It is quite 
common to use the measurements made in one country as eriteria for 
conclusions and the determination of procedures in other countries. 
It seemed to the author that it might be of interest and of some value 
(1) to apply some mathematical and statistical methods to the study of 
external pelvic measurements; (2) to compare a series of measurements 
of French women with a similar series of measurements of American 
women which were made by the same individual, thus redueing the 
personal equation to the minimum; (3) to draw, if possible, some con- 
clusion regarding the determination of the norm of the obstetrie pel- 
vis as shown by external measurements, and to point out any national 
differences or similarities which might oeeur. 


Il. LITERATURE 


The Present Status of Pelvimetry.—Ehrenfest (1906) thinks that 
only three measurements can be made with any degree of accuracy, 
namely, the true conjugate, and the anteroposterior and transverse 
diameters of the outlet. He believes that the external measurements 
eannot be made within 0.5 to 1 centimeter of accuracy. The original 
purpose of external pelvimetry, as suggested by Baudeloeque, is now 
generally recognized as fallacious in that external pelvimetry is use- 
less for the determination of the internal measurements of the pelvis. 
He believes, however, that it is valuable for the determination of the 
form of the pelvis. 


*Read at the Forty-sixth Annual Meeting of the American Gynecological Society, Swamp- 
scott, Mass., June 2-4, 1921. 
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Cragin (1916), in reference to the value of external pelvimetry, 
states ‘‘It is well known that pelvimetry, and especially external pel- 
vimetry, cannot be depended upon alone * * * external pelvimetry 
has value, however, and often great value in the diagnosis of abnormal 
pelves * * * while the interspinous and intercristal diameters by 
themselves are often of little value, the relative measurements are of 
great value in diagnosis * * * the external conjugate varies greatly 
in size in different individuals and often gives little information of 
value.’’ 

Huntington (1917) considers that five pelvic measurements have 
proved to be of practical value, namely, the interecristal, interspinous, 
external conjugate, diagonal conjugate, and true conjugate. He quotes 
the following average measurements as given by the various authors. 
Ahlfeld—external conjugate 19.5 to 20, interspinous 24, intereristal 28; 
Bumm—external conjugate 18 to 20, interspinous 26, intereristal 29; 
Jellett—external conjugate 20, interspinous 26.5, intereristal 28 to 29; 
Cragin—external conjugate 20, interspinous 26, intereristal 28; Wil- 
liams—external conjugate 21, interspinous 26, intereristal 29. The 
Boston Lying-in Hospital gives the following average measurements: 
external conjugate 20.7, interspinous 24.4, intereristal 28.2. The 
author states that in the outpatient department of the Boston Lying-in 
Hospital in 918 cases, about 47 per cent had measurements less than 
19, 24, and 27. 


Bourne (1919) emphasizes the importance of external pelvic meas- 
urements as a part of antenatal examination. He considers that the 
external conjugate is of considerable importance. He makes the meas- 
urement from the depression below the tip of the last lumbar spine to the 
inner surface of the upper border of the symphysis pubes. He finds 
this measurement to be about 18.5 centimeters. He considers the aver- 
age of 25 centimeters which is usually given for the interspinous as 
too high. In his experience it ranges from 21 to 25, usually about 22.5 
centimeters. The intercristal measurement varies in his experience 
from 26 to 27.5 centimeters. 


Williams (1919) considers that external pelvic measurements are of 
considerable value. He believes that while they give no accurate infor- 
mation as to the actual size of the parturient canal, certain general 
eonelusions may be drawn as to the size and variation of the pelvis. 
H[e thinks that four external measurements, not considering those of 
the outlet, are of value, namely, the interspinous, intereristal, inter- 
trochanteric, and the external conjugate. He gives the average normal 
measurements in the living woman as 26, 29, 52, and 21, respectively. 
He thinks that the normal difference between the interspinous and the 
intereristal is about 2.5 to 3 centimeters. 


fi 
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RACIAL COMPARISON 


Riges (1904) examined 1500 cases, 779 white and 721 negro. He 
considered the cases from the standpoint of race, dividing the pelves 
into normal, generally contracted, simple flat and rachitic. The aver- 
age measurements for the normal white pelvis as given by him are: 
external conjugate 19.71; interspinous 25.47; intereristal 27.99; in- 
tertrochanterie 30.9. For the normal negro pelvis he gives as the 
average measurements: external conjugate 19.52; interspinous 23.99; 
intereristal 26; intertrochanteric 30.09, Ilis comparison of the pelves 
of the two races shows that those of the white women are lower and 
broader, while those of the negroes are more narrow and relatively 
deep, and that a much higher percentage of the negro pelves conform 
to the type known as generally contracted pelves. 

Acosta-Sison and Calderon (1919) give comparative tables of aver- 
age measurements based on data taken from the different authors and 
compare them with the pelves of the Filipinas of which they measured 
some 1200 cases. They measured these diameters from points cor- 
responding to the inner and outer surfaces of the bone, using those 
taken from the outer surfaces for comparative purposes. They give 
the results of their examination and state that the type of the Filipina 
pelvis is different from that of the white American and of the negro. 
They state that the average normal measurements are similar to the 
generally contracted pelves of the white American. They plotted 
curves of some of these measurements of which we will mention only 
three, namely, the external conjugate, interspinous, and interecristal. 
The eurves are plotted on pelvie measurements down to one-tenth of 
one centimeter. Based on these rather minute pelvic measurements, 
the authors thought they could isolate three major and two minor 
types of Filipina pelves. They thought that the different types might 
indicate a mixture of the various Philippine peoples. As will be re- 
ferred to later, these curves have been redueed as accurately as possi- 
ble to terms of the grosser measurements which the author has used in 
his series so that the types of curves could be better compared with his 
owl measurements. 

rom the literature it is apparent that most authors consider the 
length of the different measurements as of great importance when 
considered together, and the relationship of the different measure- 
ments to one another is thought to be of definite value. Van der 
Hoeven (1912) states that the difference between the interspinous and 
the intereristal measurements is generally considered to be about 3 
centimeters. From his study and observations, he concludes that the 
difference between these two in normal and generally contracted 
pelves varies from 1.4 to 5 centimeters, while the difference between 
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each one of the measurements and the one which is next larger is 
about 3 centimeters. 

It is apparent from the literature that not a great deal of work has 
been done in the comparison of the pelves of different races and differ- 
ent nationalities. The most that has been done has been worked out 
by Williams and his associates in the comparison of the pelves of 
negroes with those of the white race. 

Emmons (1913) studied museum specimens of the pelves of Amer- 
ican Indians very carefully, but made only two external measurements 
which ean be utilized in the present analysis. 

Acosta-Sison and Calderon have studied the Filipina pelvis quite 
carefully and compared it with the pelves of the negro and the white 
American, using the data compiled by Williams and others. Most of 
these comparisons, with the exception of the work done by Acosta- 
Sison and Calderon, are based on the average, maximum and minimum 
measurements. Acosta-Sison and Calderon worked out some fre- 
quency curves which seem to give a false impression because they are 
based on too fine a measurement. It is impossible to make measure- 
ments of the human pelvis within one-tenth of a centimeter. The expe- 
rience of the author coincides with most of the statements in the lit- 
erature to the effect that these measurements cannot at the very best 
be made within one-half a centimeter of variation. 

There is, of course, a mass of literature on contracted pelves, taking 
up all sorts of phases of the subject, which will be omitted, not being 
an integral part of this consideration, the primary object of which is 
simply to compare the routine measurements of different nationalities. 

Emmons’ average measurements for the interspinous and_ inter- 
cristal diameters have been mentioned above. He also worked out a 
standard deviation and a coefficient of deviation which will be con- 
sidered later in the present paper. De Souza (1913) analyzed very 
earefully the work of Emmons and added some observations of his 
own. He worked out some formule for the different measurements 
which he thinks ean be applied with considerable accuracy. The work 
of Emmons and De Souza was done on dried pelves, though the latter 
attempted to determine the amount of difference between dried and 
museum pelves and those in the living. They have not considered ex- 
tensively the four external measurements which are frequently taken 
by obstetricians, and have dealt with only two of the external meas- 
urements, namely, the interspinous and the intereristal. In so far as 
these two measurements are concerned, the results will be compared 
with those of the author later in the discussion. These publications 
are of considerable importance because of the fact that they are prae- 
tically the only ones which have analyzed pelvie measurements exten- 
sively by more.recent mathematical and statistical methods. 
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The accompanying tables give the average measurements of the four 
diameters under consideration as quoted for the different races and 
nationalities by the various authors, including the article of Acosta- 
Sison and Calderon as well as various others cited in Tables X and XI. 

Ill. MATERIAL 

The material consisted of measurements of 329 to 350 French women 
and 320 American women. The former eases were observed by the 
author during a short stay in Paris. They belonged to the working 
class, some of them to the better class of skilled workmen. They 
were all of the Caueasian race. The Americans all came from Minne- 
sota, were of the white race and were practically all native born. 
To a considerable extent they were of mixed nationality, mostly from 
the middle class of professional and business people. There was a 
considerable percentage of Jewish people, and there were many show- 
ing Seandinavian ancestry. There was also a considerable number 
showing evidence of German, Irish, Seotech, French, and English ex- 
traction. Most of them date their ancestry back several generations 
in the United States. 

IV. METHOD OF STUDY 

The various measurements of these cases were tabulated and con- 
sidered by mathematieal and statistical methods which are beginning 
to be applied to medical and surgieal subjects. The significance of 
the terms used and the methods of obtaining the mathematical re- 
sults will be briefly stated. First, the arithmetical mean or average 
was obtained by methods very familiar to you all. The maximum and 
minimum measurements were, of course, easily obtained. The stand- 
ard deviation was secured by noting the variation of the individual 
measurement of each case from the average and indicating by the plus 
or minus sign whether the deviation was greater or less than the aver- 
age. These individual deviations were squared, the results added and 
the square root extracted. This result is what is known as the stand- 
ard deviation and represents an amount of deviation slightly higher 
than the average. 

The amount of probable error was determined by a standard formula 
which is as follows: 

Probable error = + 0.6745 x ——— standard Geviation | — 
square root of number of cases. 
This result indieates half the amount of variation plus or minus whieh 
may reasonably be expected to have occurred in the series of cases 
considered. 

The coefficient of variability or deviation was determined by the fol- 
lowing formula: 


Coefficient of variability = — —— x 100. 
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TABLE I 
Pe.tvic DIMENSIONS—AMERICAN 
(1) EXTERNAL CONJUGATE (11) INTERSPINOUS 
} | 
NO. | PERCENT CUMULATIVE NO. PERCENT 
LENGTH CASES TOT. NO. I PERCENTAGE II LENGTH CASES TOT. NO. 
17 4 | 1.20 |) 1.20 93 20 3 ‘94 
18 24 7.50 | 8.70 2.84 21 6 1.90 
19 65 20.30 | 29.00 12.24 22 30 9.40 
20 121 37.80 | 66.80 26.64 23 45 14.40 
21 64 20.00 | 86.80 43.14 24 53 16.50 
22 35 10.90 97.70 65.34 25 71 22.20 
23 6 1.80 99.50 $1.84 26 53 16.50 
24 1 0.31 | 99.81 93.94 27 39 12.10 
| 99.54 28 18 5.60 
| 100.16 29 2 62 
Totals | 320 99.81 | 99.81 | 100.16 | | $20 | 100.16 
| | 
| 
(111) INTERCRISTAL (1v) INTERTROCHANTERIC 
7 | | 
NO | PERCENT CUMULATIVE NO. PERCENT 
LENGTH CASES TOT. NO. III PERCENTAGE IV LENGTH CASES TOT. NO. 
} 
| | | | 
24 | 1 30 30 94 28 3 94 
25 | 1 | 4.70 5.00 4.64 29 12 3.70 
26 | 26 | 8.10 13.10 17.74 30 42 13.10 
27 | 73 | 22.80 35.90 38.04 31 65 20.30 
28 77 «24.10 | 60.00 65.14 32 87 27.10 
29 74 =| 23.10 83.10 $1.64 33 53 16.50 
30. | 38 | 11.90 95.00 90.94 34 30 9.30 
31s 9 | 2.80 | 97.80 95.94 35 16 5.00 
32 | 7 | 2.20 | 100.00 | 98.44 | 36 8 2.50 
| 99.37 37 3 93 
| 99.68 38 1 
on —| 
Totals 320, | 100.00 | 100.00 | 99.68 | | $20 99.68 


The result gives in percentage the deviation from 


the average meas- 


urement and is comparable to the standard deviation, the former giv- 
ing the absolute variation from the average, the latter the percentage 
variation. It shows the percentage of variability from the arithmetical 
average. 

The coefficient of correlation is determined in a more elaborate man- 
ner and represents a comparison of each of the different measurements 
in pairs. This is accomplished by multiplying together the deviations 
of each case in the series to be compared. These will fall into two 
The groups are added separately and the 
lesser subtracted from the greater (A). 


groups of plus and minus. 
This may show a positive or 
negative correlation, positive meaning that the measurements are cor- 
related in the same direction, negative meaning that they are cor- 
related in opposite directions. The standard deviation of the one 


group is multiplied by that of the other group. The result is then 
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multiplied by the number of cases in the series (B). The first sum 
mentioned above (A) is divided by the product (B) and the result 
represents the coefficient of correlation. One (1) represents perfect 
correlation, consequently the nearer the coefficient approaches one (1) 
the more perfect the correlation between the two sets of figures. 

The probable error of the coefficient was also determined. The 
formula is as follows: 

+ 0.6745 (1 — square of coefficient of correlation) 
Probable error — - - 
square root of the number of cases 

The correlation of the different groups was shown by a method of 
tabulating the data which may require a word of explanation. The 
tables show the actual number of cases which oceur with any meas- 
urements in the two series which one desires to compare. It also indi- 
cates which measurements in the two series have the largest relative 
number of cases. The tables also show the total number of cases in 
either series having a given measurement and the total number of 
cases in the series. 

A general table giving the summary of the data for each measure- 
ment of both series was also included. Two other tables, one for each 
series, were included, giving the data for each individual measurement. 
The data in these tables served as a basis for working out the percent- 
age curves which give in a graphic form the mathematical data shown 
in the tables. All curves are based on percentages instead of on the 
actual number of eases. Individual curves are shown for each meas- 
urement of each series. The corresponding curves of each measure- 
ment are also superimposed to show more graphically the relationships 
of the measurements of each series. 


V. ANALYSIS OF MATERIAL 


Table I is an analysis of the four external pelvic measurements or 
dimensions of American women. In this table, as in all others, the 
measurements are designated in centimeters. The number of cases for 
each measurement is indicated and the percentage of cases with this 
measurement is shown. The cumulative percentage for each measure- 
ment is determined by adding the percentage of each measurement to 
the total percentage of the shorter measurements. In the totals, the 
number of cases and the total percentage are shown. This table serves 
as a basis for working out two types of curves. The first (Figs. 1 and 2) 
is the percentage frequeney curve which shows the percentage number of 
cases for each measurement. As will be seen from the accompanying fig- 
ures, these curves rise rather rapidly to their peak and deseend in 
rather a symmetrical manner to the base line. The significance of these 
eurves will be considered later. The second curve based on the cumu- 
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lative percentage (Figs. 3 and 4) shows the parallelism in percentage 
of the different measurements of each diameter. 

Table IL shows the same measurements made of French women. 
These two tables may be considered comparatively. Certain points are 
brought out in these tables which show themselves graphically in the 
corresponding curves. Each measurement will be considered sepa- 
rately and then the measurements as a whole compared 


(Table IIT). 


Fig. 1 Perce 
measurements in 
of the figures. 


ntage frequeney graph. American women. Abscissa shows length of different 
centimeters. Ordinate shows their percentage frequency. This is true of all 


\ 
4 j treed 
3 IT 2 3 


Fig. 2.—Pereentage frequency graph. French women. 


The external conjugate which is indicated by Roman numeral ‘‘1’’ 
throughout the discussion was measured 329 times in the Freneh 
women and 320 times in the American. The maximum of this measure- 
ment is the same in both French and American and occurred with 
equal frequency in each group. The minimum measurement was lower 
in the French by 2 centimeters. The minimum American measurement 
occurred with practically the same frequency in the French series. The 


average French measurement was slightly lower than the American by 
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lor practical purposes they may be 
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about one-third of a centimeter. 
considered almost identical. The range of the measurements in the 
French was greater than in the American women. The preponderating 
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American women. 
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French women. 


graph. 
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greater per- 
This makes a 
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Fig. 
measurement or mode (20 centimeters) occurred with 
centage frequency in the American than in the French. 
ittle higher and a little sharper curve 1 e American cases. 
little higher and a little sharper curve in the America 


is a striking similarity between the American and the French graphs 
Both are of the same type and practically of the 


of this measurement. 


UD 
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II 


(1) EXTERNAL CONJUGATE 


(11) INTERSPINOUS 


NO. PERCENT. | CUMULATIVE NO. 


| PERCENT. 
LENGTH CASES | TOT. NO. I PERCENTAGE II LENGTH CASES | TOT. NO. 
15 1 30 | 30 20 2 
16 1 30 60 2.28 21 6 1.71 
17 4 1.21 1.81 8.85 22 23 | «6.57 
18 | 22 «6.69 8.50 25.71 23 59 «16.86 
9 | 80 | 24.32 | 32.82 49.42 24 83 23.71 
20 | | 34.65 67.47 75.70 25 92 26.28 
21 | 90 27.35 94.82 88.56 26 45 | 12.86 
16 4.86 99.68 | 95.70 Q7 25 7.14 
23} 0 00 99.68 97.98 28 8 | 2.28 
24 | 1 | 99.98 99.41 29 5 | 1.48 
99.98 30 2 | 57 
Totals | 329 | 99.98 99.98 99.98 | 350 | 99.98 
(111) INTERCRISTAL INTERTROCHANTERIC 
NO. | PERCENT. CUMULATIVE | } NO. | PERCENT. 
LENGTH CASES TOT. NO. | Ill PERCENTAGE IV | LENGTH || CASES | TOT. NO. 

22 1 28 28 86 27 3 | 
23 0 00 00 2.58 28 6 | 1.72 
24 | 6 1.71 1.99 $.88 29 22 | 6.30 
25 | 21 6.00 7.99 34.38 30° | 89 25.50 
26 | 46 13.14 21.13 53.58 31 | 67 | 19.20 
27 68 19.48 40.56 73.35 32 69 19.77 
28 7 | 21.14 | 61.70 89.11 33 55 | 15.76 
29 20.57 82.27 95.13 34. 21 | 6.02 
30 44 | 12.57 94.84 98.85 | 35 13 | $8.72 
$1 10 2.86 | 97.70 99.14 36 1 | 29 
32 5 | 1.43 | 99.13 | 100.00 | 37 | 3 | .86 
33 | 3 86 | 99.99 | 

Totals | 350 | 99.99 | 99.99 100. 00 | $49 | 100.00 

| 


same symmetry. There is a tendency of the American curve to be 
slightly to the right, indicating a little larger dimension. These curves 
are all plotted, as is apparent, with the centimeter measurement as the 
abscissa and the percentage as the ordinate. 

The interspinous, indicated by Roman numeral ‘‘II,’? was measured 
350 times in the French and 320 times in the American women. The 
maximum measurement was 30 in the French and 29 in the American. 
The maximum American measurement occurred with less frequency in 
the American than in the French. The minimum measurement was the 
same in both series, occurring, however, with less frequency in the 
French. The average measurement or mean was nearly one-half centi- 
meter greater in the American than in the French. The most fre- 
quent measurement or mode (25 centimeters) was the same in both 
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I II Ill IV 
MEASUREMENTS EXTERNAL INTERSPINOUS INTERCRISTAL INTERTROCHAN- 
CONJUGATE 


TERIC 


LGT CASES) | LGT CASES) | LGT CASES) LGT ICASES 
Minimum cM cM | OM CM 
American 17 4 1.2 20 3 0.94) 24 1 0.3 | 28| 3 0.94 
French 15 1 0.3 20 2 |0.57) 1 |0.28) 27 | 3 |0.86 
Maximum 
American 24 1 0.3 29 2 0.62 32 7 (2.2 | 38 1 0.31 
French 24 1 0.3 30 2 0.57) 33 3 0.86) 37 3. 0.86 
Average cM cM cM cM 
American 20. 26 24.94 28.31 32.19 
French 19.94 24.55 27.82 31.41 
Probable Error cM cM cM CM 
American +0.04 +0.07 + (0.06 +0.06 
French + OF +). 06 06 +0). 06 
Standard Deviation cM cM cM cM 
American 1.14 1.80 1.49 1.70 
French 1.12 1.65 1.74 1.72 
Coefficient of 
Variability 
American 7.2% §.29 
French 5.6% 6.20; 5.5% 
Coefficient of 1 & I 1 & I IV & & IN & IV 
Correlation 
American +0.31 +0.41 +0.56 +0.65 +0.46 +0.61 
French +0. 64 +0. 67 +0.71 +0.85 +0.77 +0.79 
Probable Error of 
Coefficient of 
Correlation 
American + 034 + 031 + 026 + 021 + 029 | + .023 
French + _ 020 + 018 + (010 + O14 + (13 


series. It occurred with greater frequency, however, in the French 
women. This would make the French curve have a higher peak. Both 
curves were fairly similar, the American showing more symmetry than 


the French. The American curve was also slightly further to the 
right than the French, showing a somewhat larger measurement when 


The 


range in the French is somewhat greater on the side of the maximum 


aken as a whole. The French curve shows greater variability. 
take whol The Freneh curve sl greater variabilit) 
measurement, 

The intercristal, indicated by Roman numeral ‘‘III,’’ was measured 
The 


maXimum measurement was greater in the French by 1 centimeter. 


350 times in the Freneh and 320 times in the American women. 


The minimum measurement was less in the French by 2 centimeters. 
fhe minimum American measurement occurred with less frequency 
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IV 
EXTERNAL ConsuGATE (I) 


weasure-| 15 | 16 | 17 | 18 | 19 | 20 | 21 | 92 | 98 | | xo. oF 
MENT | | CASES 
1 2 3 
1 1 4 
99 1 1) 10 6 (3 Qi 
| 6 9 10) 5 0 
98 1 1 (5) 23 17 i 58) 
= 1 3 13 18 8 2 45 
7 84 1 ‘© (15) 32 23 (2 
y 3 8 24 | 13 1 53 
95 | (3) 23 35) 19) 9 69) 
1 3 21 30 8 | C6 2 71 
26 (3) 6 12) | | 
1 7 1 144 7 1 53 
1 9) | | is 
; | 3 5 12 9 8 1 1 | 39 
28 1 3 1 (5) 
1 3 6 7 1 18 
29 1 1 
1 1 2 
1) 1) (4) 22) | @) | Gia 16 (0) | @ 329) 
4 | 24 | 65 | 121. 64 35 6 | 1 | 320 


Figures in 

lack—American. 
in the American than in the French. The maximum American meas- 
urement occurred with greater frequency in the American than in the 
French. The mode was the same for both and oceurred in greater 
percentage in the American than in the French. The curves made for 
the two groups show a peculiar form of striking similarity, being un- 
like the curves of any of the other measurements. Both are fairly 
symmetrical. Both are definitely truneated, indicating a larger modal 
class. The American curve has a narrower base, being somewhat 
narrower and higher. In the main, it is a trifle more to the right than 
the French curve, indicating a generally larger pelvis which is also 
indicated by the mean which is about one-half centimeter greater in 
the American than in the French. The range of the measurements is 
definitely greater in the French by 1 centimeter on the side of the max- 
imum and 2 centimeters on that of the minimum measurement. 

The intertrochanteric, indicated by Roman numeral ‘‘TV,’’ was 
measured in 3549 eases in the French and 320 eases in the American 
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women. The maximum measurement is less in the French than in the 
American by 1 centimeter. The minimum is less in the French than 
in the American also by 1 centimeter. The maximum measurement of 
the French series occurs with practically the same frequency in the 
American. The minimum measurement of the American oecurs with 
greater frequency in the French than in the American. The average 
measurement is greater in the American than in the French women by 


40 
* 


Fig. 35.—Comparison of pelves of French and American women. Percentage frequency graphs 


Fig. 6.—Comparison of pelves of French and American wemes. Cumulative percentage graphs. 


about three-fourths of a centimeter. The mode is 32 centimeters in the 
American and 30 centimeters in the French. Both graphs have a base 
of practically the same dimensions. The American curve is quite sym- 
metrical while that of the French shows a rather marked asymmetry 
or skewness. Both are of about the same height. The American graph 
as well as its apex is a little further to the right. 

Table IIT is a summary of the data worked out for the different 


5 38cm. | 

fay | 
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TABLE V 
EXTERNAL CONJUGATE (I) 


| | | | | | 
| MEASURE- | 15 16 17 | 18 | 19 20 21 | 22 | 23 | 24 NO. OF 
| MENT | | | CASES 
22 | 1) | | @ 
| 0 
2 | | | | 
| 
2 | ® 
| 3 | | 15 
= | 6 8 1 26 
| | | | 5 | 15 | 34 | 17 | 2 | 7 
=| | | | | @ 
| 26/19) 9) 1 | 78 
| | | 
| | 
30 1) ®|@®!] @ | (8) @0) 
2 13 | 2) 1 38 
1) (4) | 1) | @) 
32 | | | 
1); 3/3] | 
33 | @ | | | @ 
| 0 
0 | 0 4 | 24 | 6 121) 64 35 | 6 | 320 


Figures in circles—French. 
Black—American. 


groups of cases. It shows the maximum and minimum measurements, 
the number of instances and the percentage with which each one of 
these occurs in the different series. The average measurement is also 
shown for each group of eases. The probable error in centimeters for 
this measurement was worked out according to the formula given ear- 
lier in the paper. As will be seen, the probable error is very low. 

The standard deviation was determined as already mentioned. The 
standard deviation for the external conjugate was slightly greater in 
the American than in the French. The deviation of this measurement 
in the two groups may be regarded as practically the same. The devia- 
tion of the interspinous measurement was somewhat greater in the 
American than in the French. The deviation of the intereristal was 
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TaBLe VI 
EXTERNAL CONJUGATE (I) 


MEASURE-| 15 16 17 18 19 20 | Qi 22 23 24 | NO. OF 
MENTS | CASES 
i 1 3 
1 2 3 
29 1 8s) | @) 2 22 
1 3 6 | 2 
30 1 1 7 3) | 63) | @ | 89 
9 13 16, 4 42 
$1 1 3 20 | a) | | 67 
2 7 11 | 30 | 11) 4 65 
= 32 3 9) 31 | 2) | G | 6s 
7 1 1 | 24 | 38 | 18 | 5 87 
33 1 | @ @ | G 
2 3 8 23 | 13 | 4 2 53 
S4 | (3) | (9) |} (4 16 
2 6 misi 2 30 
35 (3) | @ 1 7) 
1 3 | § 7 16 
36 (0) 
1 5 1 1 8 
37 (0) 
| 1 1 1 3 
38 0 
| 1 1 
| | @ | @ 23 79 aia 90 1) | 328 
4 24 65 | 121 64 35 6 1 320 


Figures in circles—French. 
Black—American. 


greater in the French women than in the American. The deviation of 
the intertrochanterie was practically the same for both French and 
American women. In both groups, the deviation from the average 
was the least for the external conjugate measurement. In the Ameri- 
can, the intereristal was next in order showing the least deviation. 
Then followed the intertrochanteric, and the interspinous with the 
greatest deviation. In the French group, the interspinous was fol- 
lowed by the intertrochanterie and the intercristal in progressively 
greater deviations from the average. 

The coefficient of variability was determined as stated above and 
was fairly low. It was the same for the external conjugate in both 
French and American women and practically the same for the inter- 


| 
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TaB_e VII 
INTERSPINOUS (IT) 


20 | 21 | 22 | 23 | 24 | 25 | 26 | 


| | 


28 | 29 | 30 \No. oF 


MENT | | CASES 
1) a) 
0 
23 | | (0) 
0 
24 | | | ® 
1 1 
2 5 5 1 2 15 
96 7 21) 18 1) @ 
3 | 9/12) 1/1 26 
5 17 32 i) | 67) 
8 2 1 10 1 1 15 1 73 
3 4 9 20 30 10 4 77 
1 14 | 2) | | 72) 
2 1 9 18 | 5 1 74 
3 | 4 7 16) 8 38 
31 1 2) | @® 2 | ® 10 
| 1 | 6 1 9 
32 1 1) (2) 
1 3 3 7 
0 
1) 6 24 =) 82 93 45) | (5) 8 4 2) Te 
3 6 ‘ 45 53 71 53 | 39 18 2 | 320 


Finures in. ranch. 

Black— American. 
trochanteric, being slightly greater in the French series. The per- 
centage variability for the interspinous was greater by about 0.5 per 
cent in the American than in the French women. The intereristal 
shows a greater percentage variability by about 1 per cent in the 
French than in the Americans. 

The correlation was worked out for all possible combinations of 
two measurements in each of the two groups. One (1) represents per- 
fect correlation. In every instance in these series, the correlation was 
positive. The correlation between the external conjugate and the 
interspinous measurements was much more marked in the French than 
in the American cases. This was also true for all other correlations in 
the two groups. In the American series, the highest correlation oe- 
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Taste VIII 
INTERSPINOUS (IT) 


MEASURE-| 20 21 22 23 24 25 26 27 28 29 | 30 |NO. OF 


MENTS | | CASES 
27 1 2 | 3 
0 
28 1 2 1 2 6 
1 1 1 3 
29 2 2 5 6 1 1 
2|5 2 3 12 
30 2 1 12 9 26 12 7 89 ® 
~ 2 2 3 9 9 8 8 1 42 
= $l 1 3 13 20 21 5 3) 1 | 63 7 
= 1 9 12 9 18 10 5 65 
$2 15 29) 13 4) 
1 7 | 13 | 17 | 21 | 17 | 9 | 2 87 
3 il 15 15 7 (3 = 
= 4 6 il 9 8 9 1 53 
Z 34 3 ' 3) 8 2) 1 21 
| 1 2 5 6 7 6 5 30 
5 1 2 1) 13 
2 4 2 4 3 1 16 
36 1 1) 
1 4 3 8 
37 1 2 ; 
1 1 1 3 
38 (0) 
1 | 1 
(2) | 6 23 5s 83) | (92 (45) 25 8 (5) | 
3! 6 30 45 53 71 53 39 «618 320 


in circles —French. 

Black—American. 
eurred between the interspinous and the intercristal, the lowest be- 
tween the external conjugate and the interspinous. In the French, 
the highest correlation was also between the interspinous and the in- 
tereristal, and the lowest between the external conjugate and the 
interspinous. In general in both series, the correlations between the 
external conjugate and any other measurement were less than those of 
any of the other measurements. 

The probable error of the coefficient of correlation was determined 
for each coefficient. It was greater in the American than in the French 
series, but was relatively small for all of the different correlations. 

Tables IV to IX inclusive show in tabular form the correlation be- 
tween every pair of measurements in the two series. The figures of 


(IV) 


INTERTROCHANTERIC 


ADAIR: EXTERNAL PELVIC MEASUREMENTS 273 


Tasie IX 
INTERCRISTAL (IIT) 
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Figures in circles—French. 
Black—American. 


the American cases are shown in plain type, those of the French are 
shown in a circle. By these tables it is possible to tell the total num- 
ber of cases in the series, the number of eases in either series having a 
given measurement, also the number of cases occurring with any pair 
of measurements in the correlated groups. These tables show a cer- 
tain amount of positive correlation which is also indicated in the 
table by the coefficient of correlation. The amount of correlation for 
the different groups may be seen by the manner in which the bulk of 
the cases is grouped. 

In general it may be said that the French pelves are smaller than 
the American. They show a greater range as between the maximum 
and minimum, while their average measurement is somewhat less. 


274 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


TABLE X 


AVERAGE PELvic MEASUREMENTS OF THE LIVING SUBJECTS FOR THE VarRtous RAcES 
AND NATIONALITIES 


Race 


WHITE AMERICAN 


GRANDIN 


AND CRAGIN RIGGS EDGAR | WILLIAMS HUNTINGTON ADAIR 

JARMAN | 
Ext. conjugate 20 20 19.71 | 20.25 21 20.7 20. 26 
Interspinous 25-25 .5 26 25.47 | 25.5 | 26 26.4 24.94 
Intercristal 26-27 .5 28 | 28.00 | 28.0 29 28.2 | 28.31 
Intertrochanteric 30-30. 5 30.90 | 31.0 32.19 


CAUCASIAN RACE 


ENGLISH | GERMAN 


BERKELEY 


AND BUMM | WINTERNITZ BAISCH, DODERLEIN| RUNGE AHLFELD 
BONNEY 
Ext. conjugate |.......... 18-20 20 20-22 20 20 | 19.5-20 
Interspinous 25.5 26 25-26 25 25-26 26 24 
Intercristal 27.5 29 28-29 28 28-29 29 | 28 
CAUCASIAN RACE OTHER RACES 
IRISH SCOTCH FRENCH | JEW | FILIPINA | NEGRO 
| CAZEAUX | ACOSTA- 
TWEEDY | JOHNSTONE, ADAIR AND | JEWETT| SISON AND | RIGGS 
TARNIER CALDERON | 
Ext. conjugate 21.0 | 18.75 | 19.94 | 18.75 | 20.0 | 17. 64 | 19.32 
Interspinous | 26.0 | 23.75-25 | 24.55 | 23.75 | 26.5 | 23.71 23.99 
Intercristal 29.0 | 26.5-27.5 27.82 | 26.25 | 28.0 | 25.29 26.0 
Intertrochanteric |........ | 30.0 | 27.55 | 30.09 


The deviation from the average is on the whole less in the French than 
in the American women. The variability of the different measurements 
in both the French and the American is remarkably close, being low in 
both groups. 

The coefficient of correlation was much higher in the French than in 
the American. A comparison of these coefficients of variability and 
correlation with those of other anatomical measurements as deter- 
mined by various authors shows the deviations to be relatively small 
and the correlations to be relatively high in most instances. The fol- 
lowing data is taken from Davenport’s Statistical Methods. Warren 


= 
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is quoted as giving the coefficient of variability of the limb bones of 
French and Naquada skeletons as 4.68 to 5.57 per cent; Rollet as stat- 
ing that the coefficient of correlation between the right and left femur 


5 | 
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|American 
| 
j 
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Fig. 7.—Comparison of pelves of French, American, and Philippine women. Percentage 
frequency graphs. 
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Fig. 8.—Comparison of pelves of French, American and Philippine women. Cumulative 
percentage graphs. 
is 0.96, that between the femur and humerus is 0.84, that between the 
clavicle and scapula is 0.12, and that between the humerus and radius 

is 0.74. 
In order to compare the present study with that of Acosta-Sison and 


j Wi // 
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TaBLe XI 


Petvic MEASUREMENTS OF Dry PeLves ror Various Races AND NATIONALITIES 


| | | 


AMERICAN | BUSHMAN | AUSTRALIAN] JAVANESE | PERUVIANS) MEXICANS 


| INDIAN 
| EMMONS VROLICK |LEVERNEAU| VROLICK | LE VERNEAU 
Interspinous | 22.6 | 17.0 | 2.2 | | 18.0 
Intercristal 25.7 | 21.5 23.7 | 218 | 24 | 221 
= | NEW 
ARYAN(?) | CHINESE | | BENGA- | CALE- 
TIAN | LESE 
| DONTA 
JOULIN | JOULIN LE VERNEAU LE VERNEAU 
Interspinous 26.0 20.5 22.6 | 22.4 | 22.2 | 17.9 | 20.4 
Intercristal 27.0 22.0 | 25.2 26.2 | 26.6 | 21.6 | 26.2 
NEGROES OF VARIOUS PROVINCES 
VROLICK JOULIN LE VERNEAU 
| 
Interspinous 19.1 21.2 21.7 17.4 17.7 | 20.5 | 20.3 
Intercristal 21.4 23.4 26.9 22.8 22.0 | 25.9 | 24.8 


Calderon, their curves were studied and reduced as accurately as pos- 
sible to the mathematical status of the French and American pelves, 
and curves of this information were plotted and compared with the 
pelvie curves of the French and American women. These curves are 
shown in Figs. 7 and 8. They had only three measurements which 
could be compared, namely, the external conjugate, interspinous, and 
intereristal. These curves are somewhat different from either the 
French or the American. The difference is especially noticeable for 
the intereristal diameter. The location of all of the curves is to the 
left, indicating a much smaller type of pelvis. The maximum and 
minimum as well as the average measurements are much lower for the 
Filipina pelvis than either the French or the American. It is evident 
from these curves that the Filipina pelvis does not conform to the 
usual type of either the French or the American pelvis. It would be 
very interesting to plot the curves of the negro pelvis for comparison 
with the French, American and Filipina pelves, but unfortunately a 
series of individual measurements of negroes was not available to the 
author. We have so few negroes in our section of the country that it 
would be almost impossible to secure a series of these measurements. 

A simple device for determining whether or not a given pelvis con- 
forms to type has suggested itself to the author. It consists of a simple 
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centimeter scale with movable slides which ean be placed at the points 
which correspond to the measurements in the individual case. This 
seale is then placed on the ordinate paper which is ruled on the centi- 
meter scale. The points where the measurements fall on the four 
cumulative percentage curves can be easily noted. In this manner it 
can easily be seen whether or not a given pelvis conforms to the usual 
or average. This method could be used not only for external measure- 
ments, but for similar curves plotted on any pelvie measurements, for 
instance, those of the pelvic outlet. 


VI. SUMMARY 


1. French and American pelves show the same general external form. 

2. The French pelves are in the main slightly smaller than the Amer- 
ican. The average external measurements of the French are uni- 
formly smaller than the American. 

+. The range of variations of external measurements is generally 
somewhat greater in the French than in the American. 

4. The standard deviation is about the same for the French and the 
American pelves, some measurements showing slightly more in the 
American, others a slightly greater deviation in the French. 

). The coefficient of variability is quite low and is about the same 
for both groups. 

6. The correlation of the different measurements is definitely lower 
in the American than in the French pelves. The same measurements, 
however, show about the same order of correlation in both series, the 
lowest correlation being between the external conjugate and the inter- 
spinous, and the highest between the interspinous and the intereristal. 


VII. CONCLUSIONS 


1. The author appreciates fully the limitations of external pelvim- 
etry, but also feels that the value of this method of examination may 
be increased by better methods of statistical study. 

2. The racial and national pelvic differences should be more eare- 
fully studied and recorded so that observations made and conclusions 
drawn in one section of the world may not be applied too arbitrarily in 
other sections. 

3. There are apparently definite pelvic differences, not only in dif- 
ferent races, but in different nationalities. This was indieated by the 
earlier work of Le Verneau and Vrolick. It is shown definitely by the 
work of Williams and his associates in comparing the pelvis of the 
negro with that of the white, by the studies of Emmons and De Souza, 
also by those of Acosta-Sison and Calderon. The present study also 
shows less marked, but none the less definite, indications of national 


278 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


as well as racial pelvie differences which are apparent even on exter- 
nal examination of the living subject. 


4. It is, of course, obvious that much more accurate deductions could 
be drawn by more complete and extensive pelvic measurements. The 
author regrets that he has been unable to make these comparisons, but 
the conditions under which the work was done made it none too easy to 
secure even the measurements which were obtained. 
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(For discussion, see p. 308.) 


ACUTE MALIGNANT ENDOCARDITIS COMPLICATING 
PREGNANCY* 


By PaumMer M.D., F.A.C.S., Omana, NEBRASKA 


M*: B., age thirty, ii para, seen in consultation with Dr. Malcolm Campbell 
of Malvern, Iowa, was seemingly in perfect health until early in her third 
pregnancy when she suffered from pains in ankles, hips and shoulder joints which 
her family physician diagnosed as rheumatic arthritis. The tonsils and teeth were 
not involved but the nasal passages were occluded with mucopurulent secretions and 
inerustations which persisted and prevented her from breathing through the nose. 
This was the only focal infection discerned. She rapidly lost flesh and strength 
and became extremely anemic and nervous. There were repeated chills with an 
irregular course of fever ranging to 104°F. Shortness of breath and palpitation 
of the heart are recorded as early symptoms. The aortie and mitral valves were 
early involved and later the tricuspids as well. Blood cultures were taken and the 
Streptococcus viridans found, Precordial friction sounds were observed as a late 
development. The urinary findings were negative until near the end when the urine 
presented the usual findings of an acute nephritis and this was associated with 


*Read at the Forty-sixth Annual Meeting of the American Gynecological Society, June 
2-4, 1921. 
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uremic symptoms. Death was preceded by coma and convulsions. About three weeks 
before her death she was seen by a competent internist, Dr. W. O. Bridges. She was 
then pregnant about 16 weeks. Dr. Bridges advised the interruption of pregnancy 
which I accomplished by infiltrating the cervix with 1 per cent novocain solution, 
followed by a Diihrrsen bilateral incision. No depression followed the operation, 
the patient seemed to improve for two weeks when the kidneys became acutely 
involved and a week later she died in uremic convulsions and coma, 


For practical purposes acute endocarditis is classified as simple and 
septie (malignant). These types probably represent varying degrees 
of the same morbid process according to the virulence of the micro- 
organisms and the resistance of the tissues. The clinical phenomena 
and anatomie changes do not differ essentially in the various etiologic 
forms. The septic type is of special interest to the obstetrician in that 
it is not infrequently found in association with puerperal infections. 
Clinically the septic form of acute endocarditis is distinguished from 
the simple type by the oceurrence of chills, irregular course of fever 
and the appearance of multiple emboli. Malignant endocarditis is 
always of bacterial origin and should be regarded as a loeal complica- 
tion of a general infection. 

secause of the fairly frequent association of acute malignant endo- 
carditis with puerperal infections we find this type of cardiae lesion 
twice as frequent in women as in men. According to Lenhartz, 21 per 
cent of all cases of septic endocarditis are of genital origin. It is rare 
that any other than the puerperal form of genital infection is com- 
plicated by septie endoearditis. Of the etiologic factors, the strepto- 
ecoccus ranks first in point of frequency and virulence, the staphylo- 
coceus second and the pneumococcus, meningococeus, diphtheria 
bacillus and colon bacillus are occasional factors. The gonococeus is 
a rare finding but has been known to be rapidly fatal; such cases have 
been reported by Kiilbs, Finger, Ghon, Schlagenhaufer, Taylor, Thayer, 
Sternberg, von Leyden, Lenhartz and von Dabney. 

The septic or malignant type of acute endocarditis is usually ush- 
ered in by repeated chills, followed by an irregular fever and sweating, 
the temperature is commonly of a remittent type, the pulse is aecceler- 
ated and feeble, the respirations rapid and superficial and associated 
with the above symptoms there is usually extreme nervousness, even 
delirium, vomiting, tympanites, diarrhea and a gradual failure of 
strength. These are manifestations of a general septic condition. Later 
metastatic abscesses may appear in various parts of the body. Heart 
murmurs may or may not appear and are not evidence per se of a 
septie type of endocarditis. They may be absent in the septic type and 
are common to the simple forms. The entire course of the disease 
rarely extends beyond two weeks and the results are almost invariably 
fatal. 
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The so-called ‘‘septie type’’ is common to acute malignant endoear- 
ditis in connection with puerperal sepsis. In this form the heart symp- 
toms may be masked by those of general sepsis and the first intimation 
of the involvement of the heart may be the appearance of emboli. 

All authorities agree with Fritsch that the malignant type is com- 
monly engrafted upon previously diseased valves. While admitting 
possible recoveries, Osler has never seen a case that did not prove fatal. 
The only excuse for bringing this case report before the Society is the 
very unusual occurrence of acute malignant endocarditis in the course 
of an otherwise normal pregnaney. Croom found no more than six 
cases in the literature to 1906. 
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OBSERVATIONS ON ECTOPIC PREGNANCLES* 
From A Stupy oF 307 Cases 
By JoHN Osporn Pouak, M. Sc., M.D., F.A.C.S., Brookiynx, N. Y. 


HE subject of ectopic presents so little that is new, yet the mis- 
takes in diagnosis seem to be relatively more frequent than a 
review of the cases which furnish the data for this paper would seem 
to justify. This therefore is my excuse for presenting this paper. 
| believe that it is possible to make the diagnosis of ectopic before 
the tragie stage if proper eredenee is given to the history, symptoms, 
and physical signs; for the majority of ectopics present a symptom- 
complex that is definitely characteristic and which has a direct rela- 
tion to the pathologic changes in the tube and the adjacent peritoneum. 
The data which I am about to present have been drawn from a re- 
view of the ease records, physical signs, and operative or autopsy find- 
ings of 307 cases of ectopic gestation which have occurred in my 
services in the Long Island College Hospital, Jewish, Methodist Epis- 
copal and Williamsburgh Hospitals in Brooklyn. Of this number three 
have had full-term abdominal pregnancies as a result of ruptured 
tubal gestations occurring early in the course of pregnancy; and five 
have terminated in the secondary rupture of an intraligamentous preg- 
naney at the third, fourth, and fifth months, respectively. The re- 
maining 299 cases ruptured or aborted before the twelfth week. 
These anomalous pregnancies have occurred in three distinet groups 
of patients: 
1. In women with a previous history of a definite pelvie infection 
following marriage, intrauterine instrumentation, abortion, or child- 


*Read at a joint meeting of the New York and Philadelphia Obstetrical Societies, held 
at Philadelphia, March 3, 1921. 
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birth, or of an intraabdominal operation followed by peritonitis with 
an intervening period of sterility, which has allowed sufficient time for 
the partial recuperation of the tubes. (One hundred eighty-six fell in 
this group.) 

2. In women presenting a history of dysmenorrhea from the first 
occurrence of their menstrual function, and who on examination have 
shown many developmental defects or hypoplasias, including funnel 
pelvis, infantile uterus, narrow vagina, and who have remained sterile 
after marriage for varying periods and finally following some proce- 
dure for the cure of their sterility, have developed an ectopic. Such was 
the history of seven women who were the subjects of repeated ectopies. 
(Ninety-four fell in this class.) 

3. The final group was found in women notably of Jewish, Irish, or 
Italian birth, who have had repeated intrauterine pregnancies ending 
in abortion or going to full term, and who without any explainable 
cause developed an ectopic. (Twenty-seven are ineluded in this 
croup.) 

In this study which is based on our operative or autopsy observa- 
tions, (1) Unruptured eases with but slight hemorrhage into the 
decidua were noted 39 times. (2) Tubal abortion, or where there was 
separation of the ovum from its decidual bed by bleeding into the 
decidua, was recorded in 199 eases. (3) Actual tubal rupture occurred 
but 61 times. In 18 instances this rupture was into the peritoneum 
with varying amount of intraabdominal hemorrhage, into the broad 
ligament with the formation of varying sized hematoma 43 times. 

The loeation of the ectopie gestation sae is of considerable interest. 
This was found to be in: 


The interstitial portion of the tube ye Ob: x 6 cases 
The isthmie portion of the tube, . . ...... 79 
The ampulla and free portion, . ....... . 203 
The stump of a previously amputated tube, . . . a * 


An angulation of the tube caused by a_ previous 
Gilliam or Baldy-Webster operation . . . . . 


299 total 


Our experience has shown that clinically all ectopies fall into one of 
two general classes: (1) Those which may be classed as in the non- 
tragic stage, with a pulse distinctly countable of 100 or under with a 
systolie pressure of 100 or over and a hemoglobin of 60 per cent or 
more. In this class there were 263 cases. (2) And those in the tragie 
stage pulseless at the wrist, with a blood pressure below 90, a hemo- 
globin under 50 and definite signs of internal hemorrhage and collapse. 
In this class there were 36 eases. 

Blood was noted in the abdominal cavity in all, whether the tube was 
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ruptured or unruptured. The majority had free blood of varying 
amount—s had infected hematoceles, 296 were operated, 3 died before 
operation could be done. Among the 296 ectopies operated, 7 died. 

The mortality was as follows: 1 on the table from hemorrhage; 
1 two hours following the operation from shock and hemorrhage; 5 
from peritonitis. 

IF'rom this study several points of interest have been deduced: First, 
that the history is of the most important diagnostic value. We be- 
lieve that in no condition is the history of such suggestive value as in 
ectopic; for when the fecundated ovum is arrested in its transit 
through the tube, a makeshift decidua not thick enough to harbor the 
ovum and protect the underlying muscle and venous radicals from the 
erosive action of the trophoblastic cells is developed. It is not a true 
decidua as is found in the uterus, but a decidual reaction seen through- 
out the mucous membrane of the tube as isolated cells or groups of 
cells. It is largely because of this inefficiency of this decidual layer, 
that we get our suggestive history and the characterization signs and 
symptoms. 

Feeundation of the ovum produces the amenorrhea but because of 
the erosive action of the syneytial cells, the ovum which tries to erode 
itself into the basic decidua which is imperfectly developed, riddles the 
muscle and penetrates the venous radicals with resulting hemorrhage 
into the decidua. This in turn tends to unseat the ovum, overdistends 
the tube, and causes the pain and bleeding. The syneytial cells erode 
into the small venous radicals of the muscle coat because the decidua 
is too thin to protect the deeper layers. This occasions numerous 
small hemorrhages into the decidua and into the muscle fibers of the 
tubal wall, distends the tube, partially dislodges the ovum, and causes 
ovular unrest which, in turn, causes the clinical symptom of colicky 
pains in the region of the fruit sae. 

Inasmuch as the uterus and tubes are genetically identical, ¢om- 
posed of the same tissues, this unrest or peristaltic wave is transmitted 
to the uterus and there are uterine contractions with slight bleeding 
from the endometrium. This blood mixed as it is with the secretion 
from the hypertrophied utricular glands produces the characteristic 
bloody discharge which does not clot; which is a familiar diagnostic 
sign. Two hundred and twenty-seven women gave a definite history 
of anomalous uterine bleeding, appearing either as prolonged men- 
struation or as a metrorrhagia after a varying period of amenorrhea. 

The effusion of blood into the decidua which results from the pro- 
gressive erosion of the ovum, also finds its way into the lumen of the 
tube, distends it, and leaks out through the abdominal ostium into the 
peritoneal cavity. This gravitation of blood is further favored by the 
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prolapse of the tube which because of its increased weight falls nat- 
urally into the culdesae. 

This peritoneal reaction explains the occurrence of four symptoms. 
(1) The slight elevation of temperature which was present in 80 per 
cent of all the cases which were observed for several days prior to 
making the final diagnosis. (2) A moderate leucocytosis. (3) The 
exquisite sensitiveness of the cervix to motion which was never absent 
in this series in any physical examination. (4) Pain on defecation as 
the hard fecal mass passes between the sensitive uterosacral ligaments. 
This is especially noticeable in left-sided tubal pregnancies. 

With this brief reference to the pathology it will be seen that the 
following points may be elicited in the history of the great majority 
of cases of unruptured pregnancy: 

(a) Eetopie pregnaney oceurs most frequently where there is a 
congenital anomaly or a previous inflammation of the tube; in the 
woman who gives a history of premenstrual dysmenorrhea. 

(b) And like other pregnancies, there is either a period of amenor- 
rhea or an attempt at menstrual suppression; but because of the un- 
stable position of the ovum owing to the imperfectly developed tubal 
decidua and erosion of the ovum into the underlying muscle and venous 
radicals, bleeding takes place into the decidua and produces such ovu- 
lar unrest as to cause tubal distention and peristalsis which is evi- 
denced by colicky pains and uterine bleeding. 

(¢) The bleeding into the decidua plus the growing ovum distends 
the tube and causes the soreness and tenderness over the region of the 
distended gestation sae. 

The relation of the physical signs to the pathology is still more strik- 
ing and constant as was shown by our study of this series. 

The uterus is enlarged, because it contains a decidua which was pre- 
pared in anticipation for the reception of the ovum. This sign could be 
definitely demonstrated in all of the ectopie pregnancies of eight 
weeks or over. The cervix is soft, due to the congestion consequent 
upon pregnaney. This symptom is variable and is of no diagnostic 
importance. It was noted in a very few of our cases. On bimanual 
examination the uterus does not have the characteristic diagnostic 
sign of pregnancy, i.e., the elasticity of the median portion of its ante- 
rior wall and the compressibility of its isthmus. The absence of these 
changes in consistency is due to the absence of the growing ovum in 
the uterus, which, though it is enlarged, is not changed in shape or 
consistency except for the slight softening of the cervix which is not 
constantly present. The cervix is exquisitely sensitive to motion. 
This is shown by palpation and is due to the peritoneal irritation from 
the blood which gravitates from the end of the tube or through the 
tubal wall because of its porosity and finally to the prolapse of the 
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tubal mass into the culdesac. This reaction of the peritoneum cover- 
ing the uterosacral ligaments makes them sensitive; hence anything 
which moves these sensitive bands will cause exquisite pain. This 
sign, pain on movement of the cervix, was present in all of our eases. 

The pulsation of the uterine artery is more apparent on the side 
where we find the gestation sac. This sign was particularly noticeable 
after intraligamentous rupture, for naturally, the blood supply is in- 
creased on the side of the pregnancy and the ealiber of the vessel is 
enlarged, hence because of the tendency of the pregnant tube to drop 
into either the posterior or posterior-lateral culdesae, the artery is 
depressed and is brought more within the reach of the finger than is 
the case in a normal pregnancy. 

The uterus is displaced because the tubal tumor owing to its weight 

has fallen into the lateral, or the posterior, or the anterior culdesae. 
Naturally the greater the bulk of the tumor, the greater the displacement 
of the uterus; obviously the uterine displacement is less apparent in 
early unruptured ectopics with little blood accumulation in the 
culdesae. 
- The tumor displacing the uterus has certain definite characteristics ; 
it is of rapid growth. This increase in size is not alone due to the 
growth of the ovum, but to the extravasation of blood which takes 
place into the muscle and decidua in the tube and thus increases 
the size of the gross mass. It is exquisitely sensitive because the 
tubal covering is stretched to its utmost. It is fluetuant, for the 
contents of the ovum and the contained blood are fluid. Henee all of 
the physical signs have an intimate relation to the actual pathology 
which is taking place within the tube, owing to the erosion of the 
growing ovum into an incompletely developed decidua. 

When rupture or tubal abortion oceurs there is sudden pain. This 
pain is due to the erosion through the tubal wall and escape of the 
ovum, or to the expulsion of the ovum from the ampulla. The expul- 
sion is not alone due to peristalsis, but to the formation of blood clots 
within the tube. The peritoneum immediately reacts and there are 
signs of an intraabdominal calamity, namely, abdominal pain and 
shock of greater or less degree. If hemorrhage is inconsiderable the 
patient will react, while if it is considerable, there is a continuation 
of the shock and the patient goes into collapse. With this, there is an 
increase of the pulse frequeney, a drop in the blood pressure and a 
leucoeytosis. 

Rupture or abortion usually means death of the ovum, consequently 
there is no further use for the decidua which has been prepared inside 
of the uterus; and this is expelled piecemeal or in decidual mass as a 
cast, accompanied by uterine hemorrhage. 

Primary rupture or abortion generally occurs before the eighth week 
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of pregnancy and is seldom attended with tragic symptoms. There is 
usually an intervening period of several days, sometimes a week or 
more before the rupture takes place. This was found in over 80 per 
cent of tubal pregnancies making up this series; so there is little ex- 
cuse for not heeding the danger signs and waiting for the tragie stage 
with the signs of severe internal hemorrhage. Any one, even of medi- 
ocre intelligence, can diagnosticate intraperitoneal rupture with its 
abdominal pain, eollapse, pallor, and signs of internal hemorrhage. 


TREATMENT 


Among gynecologists, there is no diversity of opinion regarding the 
method of treatment of unruptured ectopic pregnancy. We operate 
by the abdominal route, remove the tube, or empty the tube of its con- 
tents, and so terminate the pregnancy. In the tragic stage, after rup- 
ture has taken place, however, we are dealing with a different propo- 
sition. The patient is in shock from an intraabdominal calamity and 
has lost blood in varying quantity, so that we are really dealing with 
the dual condition of shoek and intraabdominal hemorrhage. Here 
again there is no question that for the continuance of life, the hemor- 
rhage must be cheeked. Some general surgeons who do gynecology 
on the assumption that all surgery is within the domain of the general 
surgeon, persist in operating immediately on all cases of ruptured 
ectopic. When is immediately? Do they mean as soon as they see 
the patient and get her transferred to a hospital in their care? If they 
do, they don’t do an immediate operation. The tube has ruptured 
hours before the consultant surgeon sees her. If she is going to bleed 
to death, she will have doue so before his arrival, but she hasn’t. The 
blood has clotted, the hemorrhage has stopped, and she will react. But 
the surgeon rushes ijn, trundles her into an ambulanee, chills her in 
transit, infuses her with saline, increases her blood pressure, and blows 
the clot off the vessel, counteracting all that Nature has attempted by 
lowering the pressure, and then rushes in and does incomplete mutila- 
tive surgery. They justify this routine by the statement ‘‘we must 
tie the bleeding vessel irrespective of the cost,’’ increased shock, mu- 
tilation, even death. This is not true, for primary rupture is not usu- 
ally serious or fatal. Less than one per cent bleed to death, 3 out of 
307 cases in this series from the primary rupture, as the usual erosion 
goes through an arterial twig, not the main vessel. 

Bleeding continues until the blood pressure falls; a clot forms and 
the bleeding ceases. The patient ‘reacts, feels well for a day or two, 
and then a secondary rupture oecurs and the doctor who has treated 
her for indigestion has missed the psychological moment to do the 
operation in the nontragie stage. 


2386 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 

Our experience, and it has not been inconsiderable, teaches us that 
the best time to operate is after reaction. This is shown by the slower 
pulse and gradual increase of blood pressure. 

Almost all of these patients will come back with rest and morphia. 
We give them an initial dose of one-half grain, and one-quarter of a 
grain every three hours, reducing the respiration to eight or twelve. 
We have yet to see a case which has not reacted and become a safe 
operable risk under this treatment. No saline is used until after the 
operation, then never by infusion, 

Blood transfusion is preferable when the vessel has been tied, never 
before; but it is indicated during the procedure in severe cases. The 
operation consists in properly removing the tube without interfering 
with the collateral circulation of the ovary. This can only be done by 
individual ligation of the vessels in the mesosalpinx, not by mass 
ligature. 

After the tube is removed, the ovary is suspended by suture of the 
infundibular pelvic ligament to the round ligament and the raw surface 
at the top of the broad ligament peritonealized by whipping the meso- 
salpinx and round ligament together. 

It is only possible by waiting for reaction from shock to select the time 
for operation; then we can give the woman her best chance both as to 
mortality and morbidity. 

287 CLINTON AVENUE. 
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THE INCIDENCE OF PULMONARY EMBOLISM AND 
THROMBOSIS FOLLOWING HYSTERECTOMY 
FOR MYOMA UTERI* 


By Linian K. P. Farrar, M.D., F.A.C.S., New York, N. Y. 


From the Clinie of the Woman’s Hospital. 
INTRODUCTION 


A® HARVEY was the discoverer of the circulation of the blood, so 
Virchow is the discoverer of certain pathologie conditions of the 
blood producing thrombosis and embolism. During the years 1846 to 
1856 Virchow gave to the world his doctrine of embolism based upon 
anatomical, experimental and clinical investigations which for com- 
pleteness, accuracy, and just discernment of the truth, must always 
remain a model of scientific research in medicine. I shall quote both 
Virchow and Welch freely in all that pertains in this paper to the 
pathology of these conditions. 


*Read at the annual meeting of the Medical Society of the State of New York, Section on 
Obstetrics and Gynecology, May 4, 1921. 
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PATHOLOGY 

We may define an embolism, according to Welch, as an impaction in 
some part of the vascular system of any undissolved material brought 
there by the blood current. It may be solid, liquid, or gaseous, infee- 
tive or noninfective. An embolism is generally understood to be a part 
or the whole of a detached thrombus which, in turn, may be defined 
as a solid mass or plug formed during life in the blood vessels or heart, 
from the constituents of the blood. An embolus may also be made up 
of bits of tissue, or fat cells, or parenchymatous cells, fragments of 
diseased heart valves, or foreign bodies transported through the arte- 
rial system and sometimes by the lymphatic system. The size and 
shape of the embolus and the direction and volume of the blood stream 
determine the route, the size and angle of the branches of the blood 
vessels determine the stopping point of the plug. Retrograde or 
paradoxical embolism occurs when an embolus is transported in the 
veins in a direction opposite to that of the blood stream and is caused 
by a back eurrent produced by pressure on the vein when there is 
some obstruction to the flow, as a tumor or in severe coughing, espe- 
cially if the valves in the veins are defective. 

The consequences of an embolus depend upon its size and septic 
character. If the plug is large enough to completely obstruct a main 
branch of the pulmonary artery or one of the coronary arteries of the 
heart, or the bulbar vessels, death is immediate. If obstruction is not 
complete, che embolus in its turn becomes then the starting point of a 
secondary thrombosis and may completely block the vessel, or if it has 
lodged at the bifureation of a vessel, a ‘‘riding embolus,’’ it may in 
time block both branches. If the emboli are so small that only arteri- 
oles or capillaries are plugged, or if anastomoses are abundant, no cir- 
culatory disturbance of any consequence results; but if no adequate 
collateral circulation be established, the result to that part supplied by 
the plugged end is degeneration or death. An infaret is then an area 
of dead tissue perhaps best described by Cohnheim as a ‘‘coagulative 
necrosis.’’ It is usually cone or triangular shape with the base to- 
ward the periphery of the organ, and is sharply cireumscribed and 
hard in consistency, white, yellowish white or red in color if hemor- 
rhage has oeeurred. If the venous pressure is high and the resistance 
in the tissues low, as in the spongy tissue of the lungs or in the intes- 
tines, the infaret is hemorrhagic but the process of coagulation ne- 
erosis is the same whether the infarct is red or white. If the embolus 
be septie, this coagulation necrosis furnishes a favorable nidus for 
local or pyemie infection. 

The most constant symptom of embolism is pain which has been 
attributed to various causes but the most probable seems to be the 
local irritation produced by the sudden distention caused by the 


288 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


plugging of the vessel and the irritation to nerve endings in the vas- 
eular wall. The pain is sudden in occurrence, sharp in character, and 
may be accompanied by chills or chilly sensation; more especially is 
this so if the embolus be septic. Other symptoms depend upon the 
artery obstructed, together with the degree of loeal anemia and infee- 
tion produced. 

It is not the purpose of this paper to deal with the terminal result 
of embolism. The sudden onset of a pulmonary embolus after the 
apparently complete recovery from an operation with the blocking of 
the trunk of one or both main branches of the pulmonary artery accom- 
panied by sudden intense dyspnea, cyanosis, exophthalmos, syneope 
and death, does not demand differential diagnosis. The condition could 
not be mistaken, or the picture, once seen, forgotten. But, while sta- 
tistics are very definite as to the occurrence of embolism with fatal 
results, they are not at all clear as to the oecurrenee of postoperative 
pulmonary conditions which may possibly owe their origin to small 
emboli in the lungs. The presence of an embolus is known only by 
the disturbance it causes, and, based upon this, the order of frequency 
is the pulmonary, renal, splenic, and cerebral vessels, less frequently 
the iliac, lower extremities, hepatic, and gastrie arteries, the mesenteric 
and coronary arteries of the heart. An infaret in the liver, spleen or 
kidney may not give physical signs sufficiently definite to warrant the 
diagnosis because of the free anastomoses in these organs unless an 
embolism in some other part of the body arouses the suspicion, but 
a perisplenie friction rub or sudden appearance of blood and pus in 
the urine may help to establish the diagnosis of embolism especially if 
disease of the left heart exists. The frequeney of pyelitis following 
operation may perhaps be due to infected emboli, for Welch has shown 
the kidney to be the most frequent seat of abscesses following intra- 
vascular injection of pyogenic staphylococci in rabbits. While embol- 
ism and thrombosis of the mesenteric arteries are not common, their 
occurrence might perhaps be more often found if sought for, as Wat- 
son collected eight cases which occurred in a single year in Boston. 
The collateral circulation is greater in that portion of the intestine 
supplied by the inferior mesenteric artery and eonsequently the dis- 
turbance less. The complete closure of the superior mesenteric artery, 
however, produces grave intestinal symptoms usually diagnosed as due 
to peritonitis. The abrupt onset, violent intestinal peristalsis with 
vomiting of blood, and the tarry stools followed by paralysis of the 
intestine should at least arouse the thought of a hemorrhagic infarct. 


POSTOPERATIVE PULMONARY COMPLICATIONS 


The incidence of pulmonary embolism varies with the character of 
the operation and the operators. In a series of 5710 operations done 
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by 10 different operators, pulmonary embolism occurred from nine- 
teen hundredths of one per cent to five and three-tenths per cent, as 
shown in the following table: 


Deaver in 750 cases 1.739% 
Frank ** 1.75% 
Spencer Wells js 3.00% 
Schauta 5.3 
Chevreux S820 collected 

cases 2.7 % 
Martin 1.2 % 
Kiistner 190 3.0 % 
Clark & Norris 04 % 
sroun 1500 collected 

cases 


Woman’s 
Hospital 0.4 % 
Peter Bent 


Brigham Hospital 1562 cases 0.19% 
Total 5710 ** 0.19-5.3 % 


Cutler and Hunt in a recent study of postoperative lung complica- 
tions give a summary of 18,000 laparotomies from eleven different 
hospitals with the incidence of pneumonia alone of 4.48 per cent. A 
total incidence of pulmonary emboli or postoperative pneumonia in 
23,700 operations, of 9.51 per cent. Whipple (1915) in his study of 
postoperative pneumonia only in the Presbyterian Hospital reported 
97 cases in 3,719 anesthesias, or 2.6 per cent, while Burnham in 1914 
reported from the same hospital 59 eases of pleurisy (0.45 per cent) 
and 6 eases of empyemia following 13,000 operations (0.4 per cent) or 
nearly one-half of one per cent (0.49 per cent), approximately 3 per 
cent for the combined figures. Cutler and Hunt reported that at the 
Peter Bent Brigham Hospital of 1562 patients operated upon, 55, or 
314 per cent (3.52 per cent), developed a definite postoperative pul- 
monary complication. 

When one considers that at both these hospitals the operations are 
done by skilled operators, the anesthesia is administered by trained 
anesthetists and every pre- and postoperative care is given to minimize 
the risks incident to the surgical procedure that ean be thought of in 
a hospital with the highest standards, one cannot fail to be impressed 
with the frequeney of lung complications following operations and 
ask the cause. 

If one believes, as do Cutler and Hunt, that the origin is to be found 
in pulmonary emboli, which is a conclusion that has been arrived at 
also in a recent review by Hampton and Wharton of postoperative 
lung conditions in Johns Hopkins Hospital, one has abundant proof for 
this conclusion in a study of the pathologie lesions of the lungs. For 
it is in the lungs that one would expect to find most frequently thrombi 
or emboli. Welch says that primary thrombus of the pulmonary 
arteries particularly of the medium-sized and smaller branches is more 
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frequent than is represented in textbooks, and Pitt states that thrombi 
are more frequent in the pulmonary arteries than in any other vein or 
artery in the body. Clinically a thrombosis of the pulmonary artery 
produces symptoms similar to a pulmonary embolus. The origin of 
the large emboli is in a peripheral venous thrombosis or diseased right 
heart, but pulmonary hemorrhagie infarets are usually multiple and 
found in the lower lobe more commonly on the right side and come 
from a diseased right heart more frequently than from a peripheral 
thrombus. 


TIME OF OCCURRENCE 


The time of the occurrence of fatal pulmonary embolism we know 
to be frequently soon after operation. Hampton and Wharton reported 
that half of their eases of embolism developed within the first six days, 
one at the end of 24 hours and one fatal attack occurred three hours 
after operation. Gibson says 60 per cent of the cases of embolism oe- 
cur in the first week ofter operation and more deaths in the first and 
second twenty-four hours. Of three cases of fatal embolism at the 
Woman’s Hospital following 617 hysterectomies for myomata uteri 
three occurred in 48 hours, 6 days and 8 days, respectively, after the 
operation. Kiistner reports two cases two and three hours each after 
operation. 


PHYSICAL SIGNS AND DIFFERENTIAL DIAGNOSIS 


The autopsy picture of the lungs following aeute embolism is that 
of edema and congestion. If minute emboli were showered into the 
lungs from the operative field during anesthesia, the congestion pro- 
duced would give the physical signs we often attribute to the anes- 
thetic and designate bronchitis, pleurisy or ether pneumonia. The 
clinical course, however, differs from that of inflammatory conditions 
of the lungs. The initial symptom is usually localized pain, accom- 
panied by dyspnea and possibly a chill soon followed by bloody expee- 
toration which, in the absence of tuberculosis, is almost pathognomonie. 
Associated with the sputum is evidence of circumscribed consolidation 
and suberepitant rales with moderate elevation of temperature and 
moderate leucocytosis. If the process is not an infective one, the 
conditions improve in three or four days to be followed in a few days’ 
time, perhaps, by the appearance of a thrombus in the lower extrem- 
ities. If the process is infective an inflammatory condition results 
which may be recovered from or may terminate in gangrene of the 
lung or empyema. The differential diagnosis from pneumonia when 
the emboli are bland is based upon the short duration of physical signs 
in the chest, the character of the sputum, which is never tenacious and 
rusty, but copious, watery and contains flecks or streaks of blood. The 
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absence of evidence of consolidation, cyanosis, high sustained tempera- 
ture, leucocytosis and general appearance of severe illness differenti- 
ate the condition from pneumonia. It is of considerable interest that 
these pulmonary symptoms have been described by Dr. Lewis A. Con- 
ner of the New York Hospital as the ‘‘Premonitory Signs of Venous 
Thrombosis”’ in a series of studies on typhoid fever. Dr. Connor be- 
lieves that there are three well-marked groups, viz.: ‘‘Group 1. Those 
in which friction rub or crepitant rales over a small area were the 
only signs. These signs often lasted only two or three days. Group 2. 
Cases in which the signs were those of a small circumscribed pneu- 
monia. The area of consolidation did not extend and in each instance 
the signs of consolidation disappeared within three or four days. 
These signs were almost always in the lower lobes. Group 3. Cases 
with signs of extensive plastic pleurisy or of plural effusion.’’ As the 
premonitory signs and clinical course are very similar to those seen in 
three cases which occurred almost simultaneously on the division of 
Dr. George Gray Ward in the Woman’s Hospital in connection with 
the x-ray pictures of the cases, it may be of interest to give the his- 
tories somewhat in detail. 


CASE 1.—Mrs, J., No. 27627. Age thirty-four. Colored. Heart and lungs normal. 
Red cells 4,500,000, Hemoglobin 95 per cent, white cells 8,000, 60 per cent polymor- 
phonuclears, Operation by Dr. Ward March 22nd, 1921. Supravaginal hysterectomy, 
double salpingo-oophorectomy and prophylactic appendectomy. Duration of the opera- 
tion 1 hour 5 minutes. Pathological Report.—Large fibromyomata uteri, chronic sal- 
pingitis and perisalpingitis, perioophoritis. Appendix normal. First day after opera- 
tion temperature 102°, pulse 120, respiration 28. That night the patient com- 
plained of severe pain in the chest. Second day after operation temperature 101.8°, 
pulse 120, respiration 44. Pain in the chest had increased and there was cough 
and bloody expectoration, dullness at base of the right lung posteriorly and fine 
rales but no increase in respiratory sounds, Third day after operation temperature 
101°, pulse 112, respiration 40, The patient was seen in consultation by an 
internist, and as there was now slight dullness, increase in voice and fine rales in 
an area at the lowest portion of both lungs and friction rales at the right base 
anteriorly, the case was diagnosed as bronchopneumonia associated with pleurisy. 

On the fourth day after operation, temperature was 100.6°, pulse 100, respiration 
38. Patient feeling much better. Fifth day after operation temperature 100.4°, 
pulse 100, respiration 36. The patient was still coughing, had copious watery blood- 
tinged sputum, but the lungs were almost clear. The laboratory examination 
showed pneumococci in the sputum, epithelial cells numerous, but practically no 
leucocytes. The patient was now complaining of pain in the lower left quadrant, of 
the abdomen and as the thought of thrombosis was now in mind she was sent at 
onee for an x-ray of the chest, which was negative for lobar pneumonia. Seventh 
day after operation and fifth day after the onset of lung symptoms the patient 
complained of chilly feeling and pain in the left leg which was found to be swollen 
from a thrombosis in the left femoral vein. 

The rest of the convalescence was normal, There was primary union of the 
abdominal wall. The cough and bloody sputum ceased by the ninth day but the 
temperature, pulse and respiration were not normal until the twenty-second day. 
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CASE 2.—Mrs. H., No, 27659. Age 26. Colored. Heart and lungs normal. Red 
cells 4,550,000, hemoglobin 9S per cent, white cells 6,000, polymorph. 64 per cent. 

Operation by Dr, Farrar, March, 22, 1921. Resection of right fallopian tube 
for an unruptured tubal pregnancy. Duration of the operation 20 minutes. Dur- 
ing the operation the pulse was reported by the anesthetist to have suddenly become 
very rapid and poor in quality and respiration shallow and the operation was 
hastened. First day after operation temperature 99,.8°, pulse 112, respirations 24. 
The convalescence was negative until the seventh day after operation when the 
patient complained of nausea and vomited blood-tinged fluid. The vomiting con- 
tinued until the next day when the patient began to cough and expectorated bloody 
fluid which was negative for tubercle bacilli but contained pneumococci Type IV. 
Temperature 98.4°, pulse 126, respiration 28. The physical signs were friction rub 
and suberepitant rales. The x-ray plates were negative for tuberculosis or pneu- 
monia. Twenty-seven days after operation the patient complained of pain in the 
lower right pelvis. Thirty-four days after operation there was extreme tenderness 
over the right femoral vein and swelling of the right leg. As the patient is still con- 
valescing it is impossible to tell the outcome. There was primary union of the 
abdominal wound. 

CasE 3.—Mrs. C., No, 27365. Age twenty-seven. White. Heart and lungs 
negative. Red cells 4,800,000, hemoglobin 100 per cent, white cells 13,200, poly- 
morphs., 79 per cent. 

Operation by Dr, Ward, salpingectomy, right. Appendectomy. Simpson opera- 
tion for retroversion. Duration of the operation 1 hour 4 mins. Pathological re- 
port: Adenomyoma of the tube. Acute appendicitis. 

It was noted on arrival of the patient in the Recovery Room that the condition 
was good but color poor, pulse 120, respiration 22. Rattling of mucus in the 
throat. One hour later the pulse was 160, repiration 38 and difficulty in breathing. 
Skin blue. Four hours later the patient was coughing and expectorating mucus and 
complaining of pain in the chest. 

First day after operation temp. 104° (reetal), pulse 140, respiration 50. The 
cough and bloody sputum were now increased in severity and amount. Second and 
third day after operation, temp. 102.S° (rectal), pulse 130, respiration 38. Until 
seventh day after operation, temp. 102, pulse 102-130, respiration 56, 

After the seventh day, temperature and pulse remained below 100, while respira- 
tion continued between 30 and 24 until the sixteenth day. There was primary union 
of the abdominal wound. The physical findings: 24 hours after the operation 
there was moderate dullness over the whole of the right lower lobe. Fine rales 
and friction rub. Diagnosis pneumonia and pleurisy. The leucocyte count was be- 
low 16,000, the polymorphonuclears 78 per cent. The sputum was clear with fiecks 
of blood and moderate in amount. The x-ray picture 14 days after operation showed 
plural thickening, unresolved pneumonia and infiltration in the hilum. 


In the first two cases we have much the same elinical course and 
physical findings. Both were clean eases, both had presumably large 
pelvie veins, due in one case to a very large myomatous uterus and in 
the other to a tubal pregnancy. In the first ease the lung symptoms 
began about thirty-two hours after the operation, and in the second 
case a week after unless we may consider that disturbance of pulse and 
respiration during operation was caused by an embolus. In both eases 
the emboli were evidently bland as no inflammatory process resulted 
in the lung and each case showed later the presence of a thrombus in 
a femoral vein. The third case was one of acute appendicitis with pus 
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in the lumen of the appendix. There was no spilling of pus during the 
appendectomy, no symptoms later referable to the abdomen and there 
Was primary union of the wound but the embolus was evidently in- 
fective as an inflammatory process followed immediately. This ease 
did not show a thrombus of the veins of the lower extremity as did the 
other two, but is classed as an embolus case for the following reasons: 
(1) The onset of symptoms immediately following the operation. (2) 
The mild course of the lung symptoms. (3) Bloody sputum. (4) X-ray 
picture of the lung. 


ETIOLOGY 


In seeking the etiology of surgical embolism and thrombosis we 
must look to an alteration in the circulation. More deaths, Gibson says, 
oeeur from embolism in the first and second twenty-four hours—too 
rapid for any but an overwhelming infection which is not borne out 
by autopsy findings. The postoperative lung complications Cutler and 
I{tunt showed were manifest in three-fourths of the cases (76.4 per 
cent) within forty-eight hours after the operations, again too soon 
for the ineubation period of infection. Virehow believed the cause 
of thrombosis and: embolism lay in an enfeebled circulation and that 
inflammation of the wall if present was merely a secondary effect. The 
greatest frequency of embolism and thrombosis is after operations in 
the lower abdomen. It is after hysterectomy with large fibroids or 
after pregnaney where continued pressure on the veins of the lower 
extremities has kept these veins overdistended that thrombosis and 
embolism most frequently occur and less frequently after pelvie opera- 
tions on pus tubes or ovarian abscesses where bacteria would furnish 
abundant cause if it were the chief etiological factor in embolism. 
The femoral veins are attached to bone and fascia just above the valves 
near Poupart’s ligament, which prevent the veins readily adjusting 
themselves to a diminished blood volume. Counter currents or an 
eddying motion of the blood attributed by von Recklinghausen to 
thrombosis formation may result, aided in the left femoral vein by the 
oreater difficulty in the return flow due to the increased length and 
obliquity of the left common iliae vein and its passage under the left 
common iliae artery. A distended sigmoid or rectum favors stasis in 
the blood stream. The fall in blood pressure which is the usual re- 
sult in a hysterectomy operation, due to loss of blood and injury to 
ganglia cells, causes a sudden diminution in the blood volume of the 
femoral vein while its fixed attachment prevents it from quickly ad- 
justing itself to the smaller blood stream. Thrombi are both red and 
white. The red thrombi are formed from stagnating blood and resem- 
ble a clot in shed blood. The white thrombi are formed from cireulat- 
ing blood and.consist chiefly of altered blood platelets, polynuclear leu- 
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cocytes, fibrillated fibrin in large amounts with a varying number of 
red corpuseles. It is believed that impairment to the nutrition cells of 
the vascular wall is necessary for the formation of white thrombi, 
and that this oceurs very quickly when there is a diminution in the yol- 
ume of the blood stream. The large veins of the pelvis, the slowing 
down of the blood stream, the diminished volume with consequent 
loss of nutrition to the vessel walls, combined with the character of an 
operation whose severity is often lost sight of in the usual smooth 
convalescence but which from the injury to ganglia cells produces the 
condition we term shoek which favors thrombosis formation. 

While sepsis may be the source of emboli, it does not appear to play 
as great a role as circulatory disturbances in pulmonary thrombosis 
and embolism, for the temperature is usually only moderately ele- 
vated, the leucocytosis not marked, and the condition usually soon 
recovered from. 

A thrombus has been likened to a serpent in appearance. Its head 
is the white thrombus, its neck gray and the tail, which is formed last, 
isred. But, unlike in the serpent, it is the tail which carries the venom, 
for when the tail is sufficiently long to reach the middle of the blood 
stream its head is still held fast to the wall of the vessel, but the soft 
red clot at the tip of the tail moving with the current is easily broken 
off and swept away by any sudden increase in the rate of flow or by 
pressure on the vessel wall, either of which may oceur on the first 
sitting up or getting out of bed, ete. 

Hampton and Wharton report that in their autopsy records 85 per 
cent of the fatal pulmonary embolism eases had their origin in an 
embolus from the pelvic veins and that it seems probable that trau- 
matie and mechanical factors play a larger part in the formation of 
pelvie thrombosis than infection. 

The anemia which is often present, due to menorrhagia or metror- 
rhagia, may contribute to a lowered resistance and also to the ‘‘myoma 
heart’’ which in itself may be a cause of venous thrombosis as almost 
any heart lesion producing myocardial insufficiency may be the cause 
of a thrombosis. 


REVIEW OF OPERATIONS IN THE WOMAN’S HOSPITAL 


In accordance with this theory it has been of interest to review 130 
cases operated upon for myoma uteri by Dr. Ward and myself in 
the Woman’s Hospital from March 1, 1918, to Mareh 1, 1920. 

In these two years all ward patients having large fibroids necessi- 
tating removal were kept in bed from five to seven days previous to 
operation and no embolism or thrombosis occurred in any case. In the 
private patients who were not kept in bed previous to the operation 
but usually operated upon the day after entrance to the hospital, a 
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fatal embolism oecurred once and venous thrombosis six times with 
exactly the same technic employed for both class of cases except that 
the ward patients had been kept in bed previous to the operation. 

In the past vear blood pressure was maintained by glucose and gum 
acacia given intravenously throughout a series of approximately 250 
operations. The series included hysterectomies for myomata uteri 
and in no case in the whole series did embolism or thrombosis oceur, 
while in other cases done by the same two operators without maintain- 
ing blood pressure or preliminary rest in bed, embolism or thrombosis 
occurred four times. 

While it is true the number is too small to draw positive conclusions 
from, it is believed that the tonie effect on the heart and blood ves- 
sels obtained by relieving the pressure from large tumors in the pel- 
vis has been a factor in the prevention of embolism and the maintenance 
of blood pressure during operation has materially assisted this. 


CONCLUSIONS 


1. The most frequent cause of postoperative pulmonary complica- 
tions following hysterectomy for myoma uteri, is pulmonary embol- 
ism or thrombosis. 

2. The source of pulmonary embolism or thrombosis is a thrombosis 
of the pelvie veins or the veins of the lower extremities, or a throm- 
bosis of the right heart. 

3. Thrombosis of the pelvie veins occurs much more frequently than 
thrombosis of the lower extremities. 

4. The development of a thrombosis or embolism may be during an 
operation or immediately following it. The most frequent time seems 
to be in the first forty-eight hours. 

5. The symptoms in the order of their most frequent occurrence are 
pain, friction rub, cough, bloody sputum and rales, dullness and altera- 
tion of breath sounds. 

6. These signs are premonitory of a thrombosis but the evidences of 
thrombosis in the veins of the lower extremities or pelvie veins do not 
appear until later. 

7. The physical findings at the onset are similar to lobar pneumo- 
nia or pleurisy, but the clinical picture soon separates the cases. In 
differential diagnosis the x-ray may be of value. 

8. Thrombosis and embolism occur more frequently after hysterec- 
tomy for large myomata and less frequently after operation on pus 
tubes and ovarian abscesses. 

9. The causes are (A) an enfeebled circulation due to (a) dilated 
venous trunks, especially of the pelvis and lower extremities, (b) 
venous stasis, (¢) lowered blood volume due to hemorrhage or shock, 
(d) myocardial insufficiency, (B) infection. 
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10. The treatment should be prophylactie and directed to improving 
the circulation of the blood by strengthening the heart muscle and 
walls of the blood vessels and increasing the hemoglobin of the blood. 
The importance of rest in bed as a preliminary to operation to re- 
lieve the pressure of large myomata on the veins of the pelvis and 
lower extremities, the use of blood transfusion before operation in 
cases of marked anemia and the maintenance of the blood volume 
during operation by gum glucose given intravenously, should be em- 
phasized. 


611 West 110TH STREET. 


Society Transactions 


AMERICAN GYNECOLOGICAL SOCIETY. FORTY-SIXTH 
ANNUAL MEETING HELD IN SWAMPSCOTT, 
MASS., JUNE 2, 3, AND 4, 1921 


Tue Presipent, Dr. WALTER W. CHIPMAN, OF MONTREAL, IN THE CHAIR 


Symposium: To What Extent Should Delivery be Hastened or 
Assisted by Operative Interference 


Dr. Ruvoten W. Houmes, of Chicago, read a paper entitled Fads and 
Fancies. A Comment on the Pseudo-Scientific Trend of Modern 
Obstetrics. (lor original article see page 225.) 


Dr. JoHn Osporn Pouak, of Brooklyn, read a paper entitled Forced 
Labor,—Its Status. (lor original article see page 237.) 


Dr. Brooke M. Anspacu, of Philadelphia, read a paper entitled The 
Drudgery of Obstetrics, with Some Suggestions for Relief. (For 


original article see page 245.) 
DISCUSSION OF SYMPOSIUM 


DR. IRVING W. POTTER, BurraLto, New York (by invitation).—I appreciate 
your invitation to open this discussion. I have been very much gratified at the 
papers and very much entertained by the statistics. I am not sorry that I read my 
first, second and third papers on version, for I can see a considerable change in the 
expressions of opinion from observers in different sections of the country, and I 
am going to continue to read papers on version and to do the operation. I am 
striving all the time to reduce my fetal mortality since the presentation of my 
first paper. I have had better results since. I am sure that I will get still better 
results and so will every one who does intelligent elective version, 

Our conditions at home are somewhat different from those that most of you 
have. We have no large hospital where we can take all of our cases. There 
is not a hospital in Buffalo that will give me the number of beds I want, con- 
sequently I am working in five or six different institutions. That in itself will 
raise the fetal mortality, will raise morbidity, but things are gradually getting bet- 
ter, and it is gratifying to me to find that men from different parts of the country, 
after they come to Buffalo and see me at work, have changed their views in reference 
to my work from those they held five years ago. 

It seems to me, that the discussion of these papers must be largely upon the 
following questions, first, whether or not we have any right to interfere in the 
progress of a case of labor, whereby we may in any way shorten the duration 
of that labor in the interests of the mother, to relieye her of her suffering and 
pain as well as the damage to her soft parts from prolonged pressure, and secondly, 
in the interests of the child, in relieving pressure both cranial and body. Have 
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we any right to relieve pain? It seems to me that we have. Have we any right to 
shorten labor provided no damage is done to mother or child? I think we have. 

Granting that we have such right, how shall we use it? Personally, I am op- 
posed to the induction of labor and the use of bags. Bags do not give the 
obiiteration of the cervix desired nor the degree of dilatation of the os that is 
required. Such obliteration and dilatation must occur from the rearrangement of 
muscle fibers beginning at the fundus and not from the cervix. Bags also have 
a tendency to displace the presenting part and allow prolapse of the cord or one 
or more extremities. My preference in the management of these cases is to do an 
elective version. By that term I mean to perform podali¢ version at a certain time 
during the progress of the labor and that time is at the end of the first stage 
or early in the second stage, thereby endeavoring to eliminate the second stage en- 
tirely or at least the greater part of it. In view of the fact that so many com- 
plications arise, is not this method of early version justifiable? 

My claims for such a procedure are that patients suffer less pain, are less liable 
to infection because of the lessened mutilation of the soft parts, have a better involu- 
tion of the uterus, and a better sense of well-being at the end of the lying-in 
period. No cystoceles or rectoceles are seen following this procedure when preperly 
performed, and extensive lacerations are unheard of, Neither need one fear hemor- 
rhage. 

As to the child, we have frequently observed that it was easier to deliver a 
larger child by version, than it was by an oncoming head; that the damage to the 
child was far less apparently, than in prolonged forceps operations; that the 
children are in as good, if not better conditions at the end of 10 days as to gain 
in weight and general appearance, than in cases where a prolonged second stage 
was allowed. Our maternal morbidity is less than formerly and the maternal 
mortality should be nil. The fetal mortality we claim is lowered. Our latest 
statistics covering our last 1000 cases show a 4% per cent fetal mortality. 

Mr. President and Gentlemen, this is not a fad or a fancy, but a procedure 
that is allowable in the hands of a properly trained man. These statements are 
facts and can be substantiated by hospital records. 

Surely, with our present knowledge of asepsis, if we cannot invade the uterine 
cavity with safety in the interests of the suffering woman, then I must agree with 
Dr. Holmes that obstetrics is a lost art. 


DR. JOSEPH B. DE LEE, Cuicaco.—In the first place, I desire to dispose of 
some of the arguments which my colleague (Dr. Holmes) from Chicago has advanced. 

The statistics which he has adduced are some old, some new, mostly bad and use- 
less. Statistics in general are very insecure building stones on which to base 
judgment. The statistics of Newark should not be applied, even if they are true, to 
the general practitioner neither should they be applied to this Society. Dr. 
Holmes is charging windmills in a great many of his remarks. 

Let us eliminate from the discussion cesarean section for placenta previa. Let 
us also eliminate the treatment of eclampsia by active measures. Let us limit 
it to the five points which Dr. Polak has brought out, and which really are the 
subjects for discussion. 

With one sentence I will dispose of pituitrin. Pituitrin in my opinion is an 
almost criminal agent if used before the delivery of the child. 

Regarding the early expression of the placenta, Dr, Polak is right. The placenta 
should not be expelled before it is completely separated. If the placenta is in the 
vagina, usually visible without pressure, but if not visible without pressure, visible 
by separating the labia, there is no reason why it should not be expelled, and 
its expulsion by pressure on the fundus will not increase the hemorrhage. 

Regarding the so-called prophylactic forceps, a name which I have the honor and 
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perhaps disgrace to have introduced, there are present before me a certain number 
(how many I cannot tell) who are doing prophylactic forceps right along. Some of 
them have acknowledged it to me. That is not to their discredit ; I consider it to their 
credit. We. must, as Dr. Polak points out, prove that this interference in labor 
brings good results, and that in course of time we will probably be able to do. 

The time has come, and for some of us has long passed, for a division in the 
methods of treatment of natural delivery into that by the specialist and that by the 
general practitioner. The women are beginning to realize that they need not 
suffer the damage of labor, the permanent invalidism and death that their mothers 
suffered. They have learned to seek expert skill and they are willing to pay for 
it. Further, they are not willing to suffer the pain of labor, and demand its relief. 

Many women are ready to undergo the slightly increased risk of cesarean sec- 
tion in order to avoid the perils and pain of even ordinary labor. I am confident 
that if the women were given only a little encouragement in this direction, the 
demand for cesarean section would be overwhelming. 

A careful study of one’s own cases will show that even natural labor can cause 
much damage. The damage is mainly in the cervix, the pericervical tissues, the 
pelvie fascia and the pelvic floor. It is unnecessary to enumerate the many sequelae 
of these injuries, We cannot deny their frequency and their réle in the causation 
of permanent invalidism. In the last two years I have paid particular attention 
to these damages. One in five mothers has good closure; four have tears or relaxa- 
tion, though there need not be bad symptoms at present. These come later. With 
few exceptions, all women show evidence of anatomic damage. 

We know that too many babies die in labor, even in natural deliveries, yet 
when last year I presented a simple and harmless method for saving a percentage 
of these babies, several of our members criticized the method unfavorably. 

Last year I read a paper called ‘‘ Prophylactic Forceps.’’ In the discussion, our 
guest, Dr, Eden, of London, condemned the operation. On the same day Dr. 
Eden complained bitterly of the high mortality of the neonati of his clinic and the 
large number of stillbirths. Fifty healthy babies, he said, had died in spontaneous 
normal labor in the hands of his own expert assistants, and he thought something 
ought to be done about it. I, too, think something ought to have been done about 
it, and I wonder how many of these full term, healthy babies might have been saved 
by the prophylactic forceps operation. If I may be permitted to hazard a guess, 
I would say perhaps 40 of them. However, it was a great concession by Dr. 
Eden, to admit that normal labor could kill babies, and I am also wondering how 
he can escape the conviction that natural labor is pathogenic. 

I claim that the powers of natural labor are dangerous and destructive in many 
instances to both mother and child, and that interference by a skilled accoucheur 
at the proper time can prevent a goodly portion of this danger and much of this 
destruction, 

It will need a high degree of obstetric skill to determine when interference is 
Icss dangerous than Nature’s own methods, and to render the interference less 
dangerous, but the first is what we specialists are for, and the second, is what we 
are being paid to do. There is no question that in unskilled hands, many things 
that we can do with safety, will prove dangerous and fatal, but this is no reason 
why we should not do them. 

We must not pull obstetrics down to the level of the practice of the general 
practitioner. We must pull the latter up to our level. 

As to one method of interference in natural labor, I can refer to my paper of 
last year, the prophylactic forceps operation. The objects of this procedure are: 
1. To save the pelvic floor and fascie from destruction. 2. To save the woman from 
exhaustion and hemorrhage, even moderate bleeding. 3. To save the child from 
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injurious pressure or death. The essentials of the method are: 1, Procure com- 
plete spontaneous dilatation of the cervix, 2. Use morphine and scopolamine or 
other narcoties freely in the first stage. 3. When the head has come down on to the 
pelvic floor, and before the fascia have been destroyed and the levator ani pillars 
parted, incision and forceps delivery. +4. Pituitrin and ergot to save blood. 5. 
Early removal of the placenta from the vagina. 6. Anatomical repair. 7. Mor- 
phine and scopolamine to save ether and produce amnesia of the labor. 

I had the opportunity to demonstrate this operation to Dr. E, C. Dudley, Dr. 
Austin Flint and Dr. Brooke M, Anspach. The two first named were enthusiastic 
and readily admitted that both mother and child had suffered less damage than in 
a normal labor. Dr, Anspach may express himself here. I believe many of those 
present frequently deliver women early in the second stage, but do not publish it. 

For Dr. Potter’s method of delivery L have no sympathy. His own declared 
results condemn it. He had 10 fetal deaths from hemophilia, 14 deaths from con- 
vulsions, 5 unexplained deaths, in addition to 41 deaths during delivery itself, in 
1100 eases. His own published mortality of 1123 cases, including 80 cesarean 
sections, is about 7.5 per cent of the babies. This is much too great, and these 
women are paying too high a price for their relief from pain in the second stage. 
At the Chicago Lying-in Hospital under conservative management in the last 9258 
cases we have had a gross mortality of 336, or 3.6 per cent. This includes all 
premature children after the seventh month, weighing 1000 grams or over; it in- 
cludes all macerated fetuses (86), monstrosities, and also those children born alive 
and dying before the mothers left the hospital. There were 228 stillbirths and 
109 dying after birth. Only one child died from hemorrhage; 1 in 9258. Dr. 
Potter had 10 deaths from hemorrhage in 1123. It is well known that injury 
predisposes to bleeding in neonati. One of Dr. Potter’s disciples published fetal 
mortalities ranging from S$ to 17 per cent. Dr. Potter claims that he has no more 
or greater lacerations with his version than the ordinary practitioner. This argu- 
ment has weight against his method of delivery. We must learn how to reduce, 
we cannot eliminate, the damage of labor. 


DR. RALPH POMEROY, BrookLynx, New York.-—I personally have no definite 
opinion about this matter. I am trying to learn something at this time, and I have 
been through certain stages of development that almost call for presentation, be- 
cause I find myself very curiously in a position among the profession of being 
a radical among many followers of extreme conservatism, and I do not know exactly 
how to account for it. 

In the first place, some 15 years ago I presented for the first time a dilating 
bag that created a good deal of commotion. Everybody who understood mechanics 
thought it would do the thing I supposed it would do very nicely, and that is, 
expand the cervix, but soon after I had published the matter it was taken up as 
a method of inducing labor. I was never willing to induce labor with anything 
except by the usual means, consequently I have had the reputation of inducing 
labor with an apparatus with which I never intended to induce labor. 

In the next place, I advocated one principal kind of incision of the perineum 
as a prophylactic measure, and I have been accused of cutting everything. My own 
immediate assistants know that is not true, and that the cases are selected. 

With regar1 to the work of Dr. Potter, I sent my own assistant to see him work, 
and I repudiate any possibility that I am likely to imitate Dr. Potter. I have a 
most emphatic and wholesale admiration for the development that Dr. Potter has 
made in the mechanics and surgical process of podalie version plus extraction, but to 
revert to the general proposition, the principal point I wish to make is that our 
units of conservation in labor and pregnancy are not the first born but the family, 
and I refuse to follow Dr, Potter to his logical conclusion that every large child 
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must be taken out by a cesarean section, because it will not be easy or safe to take 
it in any other way. 

With reference to delivery by cesarean section, Dr. Potter has done it on one 
of every 13 cases. In other words, there are 18 deliveries by cesarean section in his 
report of 1000 cases. It is a perfectly logical thing to do if we think of obstetrics 
in the extreme cases as well as in the moderate and in the minor. Does this as- 
sembly accept the proposition for one minute that safe obstetrics is midwifery 
obstetrics? Of course, it does not. The trouble with obstetrics is that we know 
a whole lot about it and are just as much entitled to have progressive radicals in 
trying to see what can be done with serious problems as the surgeons have, be- 
cause this is a major subject in surgery. 

Dr. Potter should be honored, and Dr. De Lee should be honored, as well as 
others, who have published books on obstetric surgery, for their enterprise. But 
who practices our obstetrics? Midwives, trained and untrained, students trained 
and untrained, and interns, all amateurs, most certainly should receive training in 
this regard, and perhaps a few of us who practice obstetrics. There are not enough 
obstetricians to go around. The individual woman knows what she wants, and 
Dr, De Lee and Dr, Anspach have indicated that very clearly, but Dr. Anspach 
should remember one point, that he will never get any woman to be cared for at 
her invitation or agreement. She selects her obstetrician as she selects her brides- 
event. The woman wants to get away with it with safety and comfort, and with 
no actual damage, and she hopes there is some one who can carry that out. 


maids. In other words, pregnancy and labor is a social event and not a physical 


My experience is that the only way we will ever solve this problem in an institu- 
tion of magnitude is by being residents in the institution, one relieving the other 
every twelve hours, and then we may slip up if we do not have a system by 
which every item of fact is exchanged in connection with the case when a new man 
comes on. In cases of prolonged labor it is much better to work in relays rather 
than adopt the mental attitude and mental picture of the surgeon who is trying to 
see a case through from one end to the other, 

In connection with the statistics given by Dr. Polak and Dr. Holmes, the one 
thing to be brought out is that obstetrics is not practiced as it is known, In 
other words, the execution of our work is not up to the standard of our knowledge, 
and it is extremely difficult to make it so. 


DR. PHILANDER A. HARRIS, Paterson, New JERSEY.—I wish to speak from 
the standpoint of the psychology of Dr, Holmes’ statistics as presented to us in 
his very elaborate tables and in his very extensive review of cases. He referred 
to Newark; I live near Newark. He spoke of better recoveries and a less mortality 
in the hands of midwives in Newark than among members of our profession, I 
think it would be a mistake to publish that statement in a report of our proceedings 
or in a medical journal and let it go broadcast, because this information would be 
placed in the hands of a lot of people who belong to the extremely radical elements 
of socialism. 

We know that industrial health insurance has to be fought out in almost 
every state in the Union. The New Jersey Medical Society this winter spent a 
tremendous lot of time on this subject, and some of our best physicians went to 
Trenton for weeks to see the representatives of the legislature, and what for? To 
prevent having industrial health insurance put over in New Jersey, At the same 
time, they had two other duties to perform. They had to work to prevent osteo- 
pathic practitioners from getting a full board of examiners, so that they could 
follow their kind of practice in New Jersey. 

[ sincerely hope that when Dr. Holmes publishes his paper, he will keep in mind 


that the midwife, as [ understand it, does not have any deaths. When her cases are 
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bad, they fall into the hands of others, who make out the death certificates, and Dr. 
Holmes should revise or rearrange that part of his statistics which will show this. 
It is of great importance that this be done now, because unless his statements are 
corrected or modified, they will be the first thing we will hear about in the legis- 
lature this winter. 


DR. EDWARD P. DAVIS, PHILADELPHIA.—Spontaneous delivery is not without 
injury. Concerning the discussion this morning, it points very clearly to our condem- 
nation of two things. First, pituitrin before the child is out of the uterus is dan- 
gerous. Second, I am glad to know we have learned that a dilating bag cannot 
dilate the uterus successfully because it does not favor retraction of the cervix uteri. 

We must first consider the good of our patients, which should be the first aim, 
and then the good of our profession. Dr, Potter and Dr. De Lee illustrate what 
skilled specialists can do, Other men devoting the same time, with very similar 
lines of research and practice, will do as well. What is the profession to do? I 
would speak as a teacher who is accustomed to addressing men who are shortly to 
hecome practitioners, This is my expression to the senior class: I hope that 
few of them will undertake major obstetric operations; that such operations should 
be done by specialists only, and I do not believe in making serious obstetric 
procedures attractive or apparently easy for the graduating student. The graduate 
student should be taught carefully the signs of normal labor and its mechanism 
and the physiology of analgesia and anesthesia in normal labor; delivery of the 
patient by spontaneous parturition, the immediate closure of lacerations; the methods 
of asepsis and, when a normal labor is attended with difficulty, it is time for expert 
skill. The profession should stand firmly on that ground and the public should be 
educated to that point of view, and not until then will there be a substantial im- 
provement in obstetrics. I deny absolutely that the best operators in this country 
are doing wrong in spreading the doctrine to apply skill, intelligence and judgment 
toward terminating the sufferings of mothers and saving infant life. I do not bhe- 
lieve that for one moment. Great advances have been made in the treatment of 
toxemia and in obstetric surgery, but the latter must be done by obstetric surgeons, 
and I do not believe any recent graduate can so denominate himself justly and 
rightly. 

Furthermore, we still lack in this trial two important portions of evidence. You 
have heard the claimants present certain statistics. The statistics of pediatricians 
and neurologists must also be brought forward, which will tell us how many infants 
have epilepsy or deficient mental development. Let them report these conditions, 
and let us know how many of these cases, where epileptic convulsions or deficient 
development followed, occurred after spontaneous parturition. In the second place, 
the statistics from the gynecological clinics should be presented, showing how many 
patients required a secondary operation for repair who were delivered by obstetric 
surgeons, Then we will be able to come nearer the truth, 


DR. WILLIAM 8S. STONE, New York City.—I cannot refrain from expressing 
one thought in this discussion which I regard as a most important review of obstetric 
therapeutics; and I am particularly impressed with the expression which Dr, Polak 
used which, it seems to me, goes to the basis of the whole thing, that is, intelligent, 
aseptic expectancy. I regard that as the basis of teaching, and that upon that 
principle a man should be taught to carry out obstetrics, but who is going to 
do that? I am quite sure that the expectancy part makes it an impractical thing 
for any of the men assembled in this room, except the experts in obstetrics, to 
carry out, and Dr. Anspach suggested something in the way of a remedy. 

I would like to call your attention to one thing as I have observed obstetrics 
develop in New York. We do not really have consulting obstetricians. Our obstet- 
ricians are professors of obstetrics, they take cases of obstetrics themselves, and 
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the result is that I do not believe that men who are so busy can carry out all the 
knowiedge which we have of obstetrics. In other words, in medicine we have 
consulting medical men who do not take cases of pneumonia themselves or typhoid 
fever cases, but they come in as real consultants. It seems to me, there is a 
field to be developed here, and that for those of us who are skilled obstetricians 
to limit our work and to give the benefit of our experience in the way of con- 
sulting work, and then our teaching will be based upon the principle that Dr. 
Polak has suggested. 


DR. GEORGE W. KOSMAK, NEw York Ciry.—I am rather astonished at the 
character of the statistics brought forward by Dr. Holmes, and I think very likely 
I express the sentiment of wonder in the minds of a great many of us here at the 
advisability of bringing them forward in a discussion of this kind. These statistics 
on the various abnormalities of pregnancy and labor, which refer to observations 
made 50 or 100 years ago, I think are hardly a fair basis for comparison because 
ut that time the standards were different. There were a great many conditions then 
accepted which we would not accept at the present day, such as puerperal fever. 
I think almost every pregnant woman, during the first fifty vears of the last 
century who went into labor, expected to have puerperal fever, and for that mat- 
ter they felt that labor would necessarily last a considerably longer time, especially 
in a first pregnancy, It is hardly fair to accept the statistics of the earlier writers 
in comparison with what has been accomplished during the past few decades, 

I believe that Dr. Holmes is entirely too pessimistic as regards the obstetrie 
situation, and that we are warranted by the accomplishments of the last few 
decades, in assuming a more optimistie attitude. 

I desire to refer also to the remarks made by Dr, Harris which I had hoped 
he would develop somewhat further. Gentlemen, we are facing a rather serious 
proposition as obstetricians because our state of mind is going to be very much 
shocked within the next few years by the efforts at reform by lay persons, methods 
that will net be based on medical facts and on medical experience, but on sociological 
experiments. You will have brought before you at the executive meeting of 
this Society a report by the special committee appointed last year to consider 
this subject of maternal welfare in a broad general way in connection with other 
committees from other societies. I hope you will bear in mind the discussion today 
when you consider that report. Specifically, I desire to refer to legislation now 
pending in Washington in the shape of the Sheppard-Towner bill which on the face 
of it is one of the most radical steps to which we as medical men have been asked to 
subscribe. It will practically take out of the hands of the medical profession the 
care of pregnant women and children, and place their observation in the hands of 
lay persons, not to be solved as a medical but as a sociological problem, 


DR. FRANKLIN 8S. NEWELL, Boston.—There seems to be one point that has 
not been brought out in the discussion so far. I will say my own personal bias is 
in favor of Dr. De Lee’s prophylactic use of forceps, but when it comes to the 
question of how every woman should be taken care of, we must study the needs of 
the individual patient. In the first place, one woman can be delivered with little 
or no anesthesia in spontaneous labor without any ill effects, while the next woman 
must have labor shortened, or she will suffer mentally or physically as a result of 
it. Some women are better delivered by version. To adopt any standard routine 
and say that a woman must be delivered by a certain method is unintelligent 
obstetrics. In regard to analgesia I believe that nitrous oxide reenforced by mor- 
phine or scopolamine, if needed, is the most valuable method of making labor 
‘asier for a woman. In delivering my patients I have nitrous oxide started when the 
patient feels the need of relief. Patients do not want the anesthetic postponed until 
we are convinced that they must have relief. 
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One other point I wish to bring up is that I do not believe in the induction of 
labor except for cause. If a patient needs to have labor induced, that is a dif- 
ferent matter, but to interfere with normal pregnancy for no cause seems to me 
meddlesome and pernicious. I feel very strongly that most postpartum hemor- 
rhages are due to unwise interference in the third stage of labor, and the longer 
the placenta there is left in situ, ie., until complete separation has taken place, the 
better the results for our patients, 

DR. ROBERT L. DICKINSON, BrookLtyx, New York.—This discussion sharply 
differentiates between the expert with his hospital experience, such as Dr, Polak 
has demonstrated, and the general practitioner who must take eare of the bulk 
of cases, and the midwife who must take care of the foreign population, 

Medicine is proverbially myopic. We refuse to see what the social workers see; 
therefore, the social worker has got busy and has proposed a remedy. What do 
we do? We try to thwart it. 

The Sheppard-Towner bill is not what we prefer or favor; therefore, instead of 
taking half a loaf, we refuse bread. We refuse appropriations if the money does 
rot go where it belongs. If it is not done by the state, it is helped by the nation, 
therefore it is bad legislation and we will refuse it. 

Again, we have the name of not being progressive. We must welcome these 
statistics, however bad they are in form, on prenatal care. The President and 
apparently the Senate are feeling the pressure of popular opinion brought to bear 
on a measure which we are not in touch with. We teachers, we professors, are 
disappointed. I confess myself I am one of the most disappointed men that ever 
stood on his feet in such an assembly. For nearly twenty years I have tried what 
little I could do to leaven the mass of the obstetric work of the general practitioner, 
to raise that level. Gentlemen, whatever progress we have made in our maternities, 
we have failed to raise that level. Let us then in God’s name welcome any outside 
help, however mistaken, for social health insurance and all that are inevitable. We 
cannot stop it. 

DR. J. WESLEY BOVEER, Wasuineron, D, C.—A great many years ago we had a 
definition of obstetrics by Dr. Goodell, ‘*a fellow feeling for a human being. 


> 


We have seen it emphasized here today I think to an alarming degree. 

I want to speak, however, in opposition to the plea suggested by Dr. Pomeroy 
and of Dr. De Lee of treating patients as they wish. I hold that a patient should 
be treated as judgment dictates; that we should act as practitioners of medicine 
instead of those who cater to the wishes of our patients, 


DR. JOHN A. McGLINN, PHILADELPHIA.—Not long ago in this Society, I re- 
member it was considered criminal to stick a hand into the vagina, although it 
was gloved. We had to stick the finger up into the rectum. Cesarean section 
should hardly ever be performed unless total hysterectomy was done, Still at 
the present time, in cases of normal delivery we have to do podalie version to get 
the whole arm into the uterus. To shorten the pains of the second stage of labor, 
we have to split the vagina and put on forceps, and these advances are good things. 

So far as obstetrics is concerned, it is the same as any other problem in 
medicine. There is a good deal in common sense. You cannot lay down any hard 
and fast rules how to deliver every patient. You have to individualize, and these 
probiems are individual, Prophylactic version may be the ideal thing in a certain 
case. Central episiotomy may be the ideal thing in a certain case, but podalic 
version is not an ideal thing in every case, nor is prophylactic forceps an ideal 
thing in every ease, or central episiotomy. Certain cases will go through spon- 
taneous labor without difficulty, and our problem is to recognize when cases are 
not normal and apply the proper remedy with our art and skill, whatever remedy 
that may be. 
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DR. N. SPROAT HEANEY, Cuicaco.—I take it that we, the audience, arg to 
be the judges in this presentation of briefs, and since the evidence does not all 
seem to be at hand, [I wish to ask for inforniation. 

The advocate of one procedure says that the cervix should not be interfered with 
in any way during the natural process of its dilatation and places all the importance 
upon the avoidance of laceration of the pelvic floor, Why is the pelvic floor so im- 
portant while the cervix is unimportant as far as its injuries are concerned, and 
why should a method be elaborated which concentrates on the pelvie floor and 
disregards the cervix? If the spontaneous dilatation of the cervix is not dangerous, 
why is the spontaneous dilatation of the vagina and perineum so full of danger? 
Dr. Polak has given us some beautiful results to study and I think that we should 
be interested in the immediate results of labor and until they are impossible of 
improvement, we should not worry about the late results. A low child mortality is 
the real criterion as to the superiority of one method of delivery over another, 
provided the maternal mortality is the same in both instances. Another peculiarity 
in Dr. De Lee’s presentation that I cannot understand is, that he elaborates upon 
the dangers of the caput succedaneum to the child and says that he avoids this 
with prophylactic forceps. The question is, since he never interferes with the 
first stage of labor, whether or not a caput succedaneum only forms in the second 
stage of labor, We know that it does not, since who among us has not seen a caput 
succedaneum on children born by cesarean section? This argument then will have to 
be discarded, 


DR. HUGO EHRENFEST, Sr. Lovis, Missourt.—Dr. Davis has referred to a 
fact which is important in this discussion, He would like to have the neurologist 
testify as to the damage done by forceps extraction. 

The neurologist indeed is the one who wants the baby extracted quickly be- 
cause long-continued compression of the head in his belief is disadvantageous to 
the later physical and mental development of the child, Unfortunately the obste- 
trician has accepted this opinion, though as a matter of fact it positively is im 
correct. It is based solely on statistics collected in institutions for the feebleminded 
and insane asylums, by asking the mother of such a feebleminded child whether 
she had a foreeps operation, or whether she had a hard labor. Babies, stillborn 
after forceps delivery, obviously are not counted at all, and by simply taking the 
mother’s word for it, the large number of those who had a hard labor is not sur- 
prising. Actual evidence now available proves beyond any doubt that intracranial 
damage is due rather to quick compression, to quick and excessive molding than to 
continued compression, This evidence has been supplied by obstetricians who have 
followed up their own cases and have compared end results with the exact history 
of the labor ten to fourteen years ago. Such investigations proved beyond any 
doubt that all procedures which hasten the passage of the child, and which cause 
quick and excessive molding, such as the use of pituitrin, of forceps or breech 
extractions, are more likely to be responsible for intracranial injuries manifesting 
themselves only later in life than merely a long labor, 


DR. CARL HENRY DAVIS, MitwavKer, Wisconsin.—As it has a definite 
relation to this obstetric symposium, I wish to report the results of a recent 
questionnaire sent to twenty members of this Society. 

Last winter a surgical colleague asked me to examine his wife, a para ii, who had 
heen delivered of her first baby by cesarean section because of a central placenta 
previa. She wished to go through a normal labor. He wished to know if this 
were safe since she has a normal pelvis. I went over the situation with the husband 
as regards the probabilities in the case, and gave him the results of my study of 
the literature. In addition, I sent a questionnaire to twenty members of the 
Society, stating -briefly the facts and outlining a possible plan of management. 
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In answer to the question, ‘‘Do you favor the dictum,—once a cesarean, always 


n?’? 13 out of 20 answered ‘*No’’; 7 out of 20 answered, emphatically 


a cesarea 
**Yes*?; 13 out of the 20, with more or less qualifications, favored giving this 
woman the test of labor, while 7 were opposed to any test of labor. The hus- 
band in going over the situation with the family and the two surgeons with whom 
he is associated finally decided that in view of the wide difference of opinion among 
experts, cesarean section should be repeated. 

On the 16th of May the patient was delivered by the surgeon who performed 
the first section, It was found that for the most part there was a good sear, but 
at the upper angle of the old scar there was a very thin area about the size of 
a quarter, The scar was excised, the uterus again sewed up carefully and it is he- 
lieved that she can go through a subsequent pregnancy with relative safety. She 
probably could have gone through this labor spontaneously, but with such a marked 
thinning of the uterine scar at one end, with a third pregnancy she might have 
had an early rupture. 

Will Dr, Polak tell us whether or not in his private practice the number of 
operative deliveries are proportionately low? I judge that his statistics are from 
clinie cases, which, of course, do not correspond to cases specialists see in private 
practice, 


DR. HAROLD C, BAILEY, New York Ciry.—If we are to reduce our infant 
mortality, we must go back to the autopsy room and follow up the head cases 
where there is cerebral hemorrhage. In 100 consecutive cases in which the head 
was opened, nearly 50 per cent were spontaneous deliveries; 9 were forceps deliv- 
eries, and 6 were versions or breech extractions, The 50 per cent going on to 
forceps or breech extractions were operative deliveries for dystocia. Over 50 per 


cent with cerebral hemorrhage were spontaneous deliveries. 


DR. FRED L. ADAIR, MINNEAPOLIS, MINNESOTA.—In following up the causa- 
tion of hemorrhage in the newborn it has been found associated with delayed 
coagulation time and delayed bleeding time in most cases; therefore, we will have 
to record a considerable proportion of these hemorrhages as not purely obstetrical! 
but associated with ‘certain underlying blood conditions which can be readily cor- 
rected by appropriate therapy, 


DR. RUDOLPH W. HOLMES, Cuicaco (closing on his part).—The one great 
thing that I tried to picture in my paper was that modern obstetrics has not produced 
the diminution of maternal and fetal mortalities which was promised; that I felt 
the recent tendency of considering all pregnant women in a pathologic state, neces- 
sitating radical intervention, contributed to our failure. Further the oft repeated 
statement that ‘*this paper is prepared for the purpose of presenting a new operation 
for specialists,’’ is far from the mark; any physician has the right under the law 
and his conscience to attempt it. As a result, too often an unwise recommendation 
is promiscuously accepted. All the cults of modern obstetrics have their adherents: 
what one man may accomplish by exceptional skill is more than offset by those who 
fail in a refined technic and dexterity. The modern general trend in operative obstet- 
rics has not benefited the woman or the unborn child. It is time that what is 
privately conceded to be the fact should be publicly decried. 

I regret that I have stultified Dr. De Lee’s intelligence by my statistics, but 
death is the completion of all things for the individual; the concrete evidence that 
the percentage mortality in hospital now is directly comparable to a hundred years 
ago deals with plain facts. 

If Dr. Harris does not like my figures he must go to Julius Levy of the Infant 
Welfare Department of his own state, for he made the investigation concerning the 
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midwife practice of Newark. I know the fallacy of figures, but if we coneede the 
old statistics quoted were wrong then we must concede the recent figures are wrong; 
if one is right we have equal justification in accepting the others, 

I stand hack of what I have written; [ am merely opening the trail so that others 
may pave the way, that we may have conservation of mother and child which is 
to be attained, not by operative intervention routinely, but by truly scientific investi- 
gation into the causes of maternal and fetal deaths, and furnish an adequate pre- 
ventive measure or measures, If all women having passed through a normal con- 
finement were required to have gynecic operative repair to correct the injuries of 
labor, then it would be a timely thing to devise routine operative means to con- 
summate delivery without those ravages, But so long as it is merely the incidental 
woman who demands operative correction of traumatism of birth a routine obste- 
trie operation of some sort or another is a great mistake, and does not correct or 
mitigate the many evils of labor—on the contrary, unwise intervention increases 
the risks. 

As I see it, the progress of the future in obstetrics is coming from the develop- 
ment of knowledge of antenatal pathology, the correction of diseased states in the 
fetus by scientific prenatal care and therapy. Who knows but that a_ refined 
gestational care may eliminate pelvic deformities in the fetus so that the future 
woman will be born with normal pelvic structure, and therefore will mature anatom- 
ically and obstetrically perfect. Endocrine pathology is of moment in obstetrics 
today; the future will show that internal secretions have an enormous import in 
the normal physiologic maturation of the fetus; disturbed, they abound with pos- 
sibilities in the causation of what kills so many infants, ‘‘congenital weakness. ”’ 

For many months I have asked each and every pregnant woman who came to 
me how many of her friends prevented conception from fear of labor, and one only 
had a friend who inhibited the possibility of a family on this ground. Selfishness 
and economic problems are more important in this connection than any assumed 
fear, 


DR. JOHN O. POLAK, BrooKLyN, NEW YorK (closing).—My paper has brought 
out the discassion I had hoped for, and apparently all of us are absolutely agreed, 
but, it seems to me, we are looking at this matter from different angles. We are 
specialists. Therefore, we can give these women something that the general prac- 
titioner cannot give them, and we do it, but we have no right to teach our students 
in the face of such statistics as have been brought forward resulting from the plan 
of aseptic expectancy, and interfering only where there are definite indications, 
that De Lee’s method or Potter’s method or anybody else’s method is the thing 
to do. We have no facilities in any medical school in this country to teach that 
sort of obstetrics. 

I have the highest regard for Dr. Potter and his work. I have seen his work 
and am familiar with it. I have learned to do version better by reading what he 
has written and seeing him do it. He has included in his method everything that 
is worth while in version, but it is going to do harm and cost numberless babies’ 
lives if we as a Society say this is the plan to teach our students. 

I will answer the doctor’s question by saying no, my statistics are taken from 
the cases as they come to us in the clinic where they have had thorough prenatal 
work. My private operative incidence is very much larger than that reported, for 
not only are the majority of my cases pathologic, but I am doing what Dr. De Lee 
and Dr, Potter are doing, I am endeavoring to give every woman the benefit of a 
relatively painless labor in the hands of a specialist by individualizing the cases. 
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Dr. Frep L. Apatr, of Minneapolis, read a paper entitled A Comparison 
by Statistical Methods of Certain External Pelvic Measurements of 
French and American Women. (For original article see page 256.) 

DISCUSSION 

DR. HUGO EHRENFEST, Sr. Louis, Missourt.—The paper as presented by 
Dr. Adair does not give one any adequate idea of the immense amount of work that 
was involved in its preparation. I regret that Dr. Adair did not have an opportu- 
nity to bring out the value of such painstaking care in correetly tabulating findings. 
I always have been interested in the problem of pelvimetry, but can add very little 
of value to the subject. Dr. Adair quotes me as having said twenty years ago 
that external pelvimetry is not of very great practical value to the obstetrician. 
I have not changed my opinion very much since then. However, pelvimetry has 
outside of its limited obstetric value also a specifie value for the determination of 
the shape of the pelvis. There are definite racial differences in the shapes and 
sizes of pelves, and Dr, Adair has added to our knowledge from that point of 
view. The anthropologist attaches, however, more value to pelvic inclination than 
to pelvic measurements, and I am sorry Dr. Adair did not give us some informa- 
tion concerning variations in pelvic inclination in the large number of cases he 
studied so thoroughly. 

Another factor which militates against the anthropologic value of these studies 
is that Dr. Adair speaks of ‘‘ American women,’’ and at the same time acknowl- 
edges that they represent a mixture of races and nations. 

As to the obstetric application of his findings, I personally feel that the prob- 
lem of pelvimetry, as a rule, is not properly understood. The obstetrician, usually 
not a good mathematician, attempts to solve an equation which contains only one 
known but at least three unknown factors. The four quantities required for the 
solution are: the size of the pelvis, the size of the fetal head, the degree of com- 
pressibility of the head, and the force available to press the head through the birth 
channel. The obstetrician in general lays all the stress on that one factor of the 
pelvic dimensions. Some efforts have been made to determine the size of the fetal 
head. The obstetrician, however, has no information concerning the factor of 
compressibility of the head and cannot forsee the amount of expelling force that 
will be available. 

I may add that there is a very interesting relation, from my point of view, 
between the anthropologic and obstetric aspects of the female pelvis in this country. 
We do know that most races have their characteristic pelves, small or large, and 
that in the new born infants the cephalic diameters are proportionately smaller 
or larger in the same ratio. There is a definite anthropologie relation between the 
size of the fetal skull and the pelvic dimensions, I do not think that enough stress 
is laid on the incidence of obstetric complications that arise in this country as 
the result of the mixing of races in marriage. 


DR. EDWARD P. DAVIS, PHILADELPHTIA.—This is a valuable scientifie ¢commu- 
nication, but let us bring it down to what we can actually do in teaching. External 
pelvimetry and palpation of the pelvis externally are valuable in ealling the at- 
tention of the medical student to disease in the mother’s skeleton and to rickets. 
A rickety mother will often have a rickety baby, and intrauterine rickets has oc- 
casioned many serious complications in labor. 

As to the use of the x-ray in connection with this work, Dr. Manges of the Jef- 
ferson Hospital, Philadelphia, a recognized authority in x-ray work, at my sugzestion 
has made a careful chart of the normal pelvis. He can x-ray perfectly the average 


pelvis. He can x-ray the pelvis in a given case and by comparing the two by his 
own method he can give the absolute measurements of the pelvis. 


| 
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There is one method to which I wish to call attention. Take a sheet of lead of 
convenient thickness and cut a ribbon of half an inch, and have it ready when 
the child’s cranium is expelled, and then simply mold that ribbon of lead around 
the cranium, transfer the lead carefully to tracing paper and make a tracing, and 
you thus have a measurement of the fetal head. We should, I think, very carefully 
teach palpation of the head as it descends into the pelvis. 


DR. RUDOLPH W. HOLMES, Cricaco.—Different peoples have different stat- 
ures; just as statures vary, so do the component parts of the body vary, The 
Filipinos are small people, and naturally their pelves are small; also, as the babies 
are small, the fact of the undersized pelves is of small obstetric significance. Fili- 
pinos have told me dystocia among their people is rare. 

Dr. Ehrenfest mentioned as one of the problems injury to the soft parts. The 
soft parts have an important part in causing dystocia in pelves of minor con- 
traction. A pelvis of say 9 centimeters might offer insuperable difficulty to the birth 
of the child, yet that same pelvis dried would permit the given baby to pass through 
without difficulty. 

[I was glad to hear Dr. Davis speak of the lead ribbon; it is a valuable con- 
tribution in that it furnishes a positive configuration and dimension of the obstetric 
canal. 


Dr. JosepH L. Barr, of Chicago, read a paper on Basal Metabolism in 
Pregnancy and the Puerperium. (lor original article see page 249.) 


DISCUSSION 


DR. J. C. HOWE, Boston (by invitation).—This paper has interested me for its 
conservative conclusions. I believe that the rise in metabolism is due to two 
causes. First, the increased amount of tissue metabolized, and second, the possi- 
bility that the internal secretions are abnormal in pregnancy. The work of Dr. 
Murlin has suggested that the rate of metabolism is the same as it is normally. 
Some of the higher results in the last months of pregnancy, as shown by Dr. 
Baer, might be interpreted in two ways: First, either the increased metabolism 
is due to the rapidly metabolizing tissue foods and other products, and second, it 
may be due possibly to a varying quantity of the internal secretions. The normal 
basal metabolie rate is quite constant in each individual and varies under the con- 
ditions stated by Dr. Baer. There is very little difference unless changes occur 
in the internal secretions. In the first place, the thyroid increases it markedly. 
In the second place, changes in the pituitary may increase it to a certain 
extent, as shown by removal of the pituitary. Following removal there is a drop 
in metabolism, and, where the pituitary is acting at too great a rate, there is a slight 
rise. Recently it has been found that the adrenals are also involved, and as the 
adrenals undergo a change in pregnancy, one might assume the possibility that 
there might be a change in the rate through the adrenal secretion. However, one 
must be cautious in interpreting such results as due to the internal secretions, and 
Dr. Baer’s attitude in interpreting them as due primarily to the increased amount 
of and the rapidly metabolizing tissue, such as foods must be, seems extremely 
wise. 


DR. EDWARD P. DAVIS, PHILADELPHIA.—-These very interesting observations 
reeall the early and, I think, adequate explanation for the pernicious nausea of 
early pregnancy, namely that it is due to excessive development of the syncytium. 
The statement has been made in this paper and in the discussion that the excessive 
metabolic activity. is due to the fetus, and that persists in pregnancy. The thyroid 


4] 


310 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


ix enlarged during pregnancy without detriment. We may correlate these observa- 
tions in our study of toxemia. It has been shown that maceration of the fetus 
is followed by «a drop in the toxie process, and if the patient gets better in a 
short time the fetus is likely to, and it usually does, die. 

Furthermore, | would like to call attention to the extraordinary results of the 
recent European war. We are now in possession of the statistics of France and 
Germany. Melampsia and toxemia decreased very largely in Germany during the 
War, in spite of the privations of the population, and this can be accounted for in 
this way: First, the privations were not as bad as supposed, and second, in many 
instances the metabolism of woman is extraordinary under very adverse circum- 
stances, There is a common belief that under the stress of war or any calamity 
the normal relation between the sexes in the fetus would be reversed. The old 
tradition that there is an increased birth rate of boys in war times has been shown 
not to be the ease at all. In those countries devastated by war the sex relations 
remain absolutely normal. 


DR, COLLIN FOULIKROD, literature on metabolism has 
increased and is inereasing rapidly, and L should like to point out the fact that 
there is one phase of study of this subject that will not only give us light, as 
Dr, Davis suggested, on the toxemia of pregnancy, but on the food needed by the 
pregnant woman, We have never had a definite method of recording the metabolism 
of the pregnant woman, in order to know what type of diet will satisfy her needs, 

In a recent issue of the Journal of the American Medical Association, in an 
editorial reviewing diet in’ pregnancy, the conclusions drawn are indefinite. 
would urge individual studies with particular reference to the nitrogenous elements, 
erentinin and others, as causes of the toxemia of pregnancy. Toxemia may be due 
to a loss of enzymie action on part of the mother in) protecting herself against 
enlargement of the uterine muscle. It may possibly be proved that the pregnant 
woman licks sufficient enzymes to digest some particular food and hence to protect 


herself, We may then find out what food is needed to prevent toxemia. 


DR. BAER, Ciicxco (elosing).—L have nothing further to add, except to point 
out the fuet that until greater accurney is obtained both in the apparatus used 
umd in methods of interpretation, we are not going to be able to do the class of 
work the last speaker has hinted at. At present, we have to allow a leeway of 
plus or minus LO in rating our eases. Lo have used the Dubois-Aub table. There 
are two other methods of expression extant, the authors of which claim that their 
method is superior to the Dubois-Aub, or the Harris-Benedict prediction tables, 
and the Dreyer formula, 

In an article that has just appeared in the Arehives of Internal Medicine, in 
the May issue, Means and Woodwell have analyzed these three methods of expres- 
sion and find they so closely approximate each other that they recommend the con- 


tinuanee of the DuboissAub formula since this is the one most generally in use. 


Dr. Wa. Buatk Beuw, of Liverpool, Eng., read by invitation, a paper 
entitled Some Considerations of Unsolved Problems in Gynecology 
and Obstetrics. (For original article see page 130, August, 1921, issue. ) 

DISCUSSION 
DR. WILLIAM E, STUDDIFORD, New York Crry.—I feel that Dr. Bell has 
brought before us some very large problems which we are as vet unprepared to 
solve. Ll quite agree with him that it is necessary to broaden the lines along which 


we teach our students; that their curriculum is already overloaded, and that there is 


necessity not only for increasing our clinical facilities, but of combining the clinical 
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with the laboratory facilities. I believe that our teaching is largely developed 
along two distinet lines. The laboratory men have built up their own special 
branches, but there has been a tendency for the laboratory men to get away a little 
bit from the clinical side. It is the same way with the clinician. While clinicians 
have utilized the laboratory facilities, they have not always been in distinct har- 
mony, and in the last two years, and especially since the war, there has been a 
tendency to break down the barriers that have existed between the laboratory and 
clinical side of medicine. There has also been a tendency to develop ‘‘group 
medicine. ’’ 

Let us consider some of our obstetric problems. Take the question of eclampsia. 
It is not a simple problem for the obstetrician. It is a problem in which the in- 
ternist, the laboratory man, the physiologist, the biochemist, are all interested, and 
unless we can get a group of men who are proficient in these various lines of 
working on the pro! ‘em the solution seems as far distant as it has been in the past; 
but if we can combine these sources of information, our efforts may result in a 
solution. It is the same way with regard to many other gynecologic problems. 
The question of the development of fibroids is not only one for the gynecologist 
but for the physiologist, the pathologist, and the histologist. All these men should 
be interested, and it will be necessary to get such a group on the obstetrical service 
and on the gynecologic service if we are to eventually solve certain problems, 

I was very glad to hear Dr. Bell speak of the necessity of having departments 
of anatomy teach anatomy along special lines. That is an effort I have been 
making in the last few years, and it has been of great help to ‘the students to get 
the anatomic department to take up the subject of pelvic anatomy from a gyneco- 
logic and obstetric point of view, and not simply teach it as in the old textbooks. 
The same applies to comparative anatomy, the study of the development of the 
ovum being combined with the department of biology, utilizing such lectures and 
such teaching with special reference to obstetrics at the time the student reaches 
that point. 

During the past year the department of biology took our students and elaborated 
on the previous lectures that had been given in the first two years, and when 
the class started their obstetrics they elaborated their previous lectures from a dis- 
tinctly obstetric point of view. In is only by combining our various departments 
and getting them interested in our problems that a solution seems possible. 


DR. EDWARD A. SCHUMANN, PHILADELPHIA, PENNSYLVANIA.—To those of us 
who live in the atmosphere of the biologic concept of medical problems, Dr. Bell’s 
paper comes as water upon parched soil. 

In Philadelphia, under the wise direction of Dr, Charles P. Penrose, we have 
attempted in a feeble way to solve some of these problems. At the Zoological 
Gardens in our city, which happens to be one of the larger ones of the country, 
there is a museum of comparative anatomy, with a paid pathologist and the requisite 
technicians and assistants. This pathologist has added to the staff of the Zoo- 
logical Gardens a so-called consulting staff. He has a consulting neurologist, a man 
who is engaged in the active practice of neurology, a consulting internist, a man in 
the active practice of internal medicine, a consulting gynecologist and obstetrician. 
Every animal in that garden which dies is subjected to a most careful postmortem 
examination, and it is the duty of the staff member along the line of the particular 
specialty involved to examine and report upon the organs of the animal as they are 
removed, Furthermore, there are conferences held at the Pathological Society, 
and those of us who are interested in biology attend the autopsy work in the 
Garden, Each year an annual report is published which includes the discussions of 
the various specialists upon the comparative anatomy and pathology of the specific 
group or set of organs. We not only note differences between groups of animals, 
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but we observe what might be called the generie characteristics of the various 
species of animals, and it is the duty of the members of that consulting staff to 
publish their results from time to time. This work has not yielded as yet very 
much in the way of results, but we hope for development in the future, and we 
hope to elicit the interest and influence of a larger body of the medical profession in 


spreading this system of education to the other zoological gardens of the country. 


DR, EDWARD P. DAVIS, PHILADELPHIA, PENNSYLVANIA.—Our education at 
present, it seems to me, has outgrown the interest of operative teaching and is some- 
what weak, as has been so ably indicated by Dr. Bell. The slogan of teaching 
clinically is largely responsible for this condition of affairs, and so far as obstetries 
and gynecology are concerned, we certainly need to revert as well as we can to the 
broad principles enunciated by the essayist to whom we have listened. He has 
indicated some of the most important clinical problems of obstetrics, not only in 
our studies of the question of toxemia, the condition of the blood in pregnaney, but 
also in lactation. Lactation is neglected in the study of obstetrics and in the teach- 
ing of obstetrics to medical students, and there is abundant evidence that lactation 
is a complex process; that it is one of those blood crises incident to parturition 
which throws valuable light upon seme other conditions, and that the wellbeing 
of the mother and oftentimes the wellbeing and life of the infant may depend 
upon an intelligent appreciation of this fact. For instance, we are familiar 
clinically with the fact that in some cases of unexplained fever after birth, that 
in some cases of abnormalities in lactation the administration of the extracts of 
the ductless glands will bring about a happy solution of the pathologic condition. 
So in preparing pregnant women for successful lactation it is quite likely that we 
may yet, and very soon, evolve indications from a comparative study of the blood 
and in some eases administer extracts of the ductless glands with great benefit. 

I think the numerous suggestions made by the essayist are exceedingly valuable. 
One which comes to my mind is especially timely, namely, so far as the teaching 
of obstetrics is concerned, the question of not laying so much stress on mere 
technie and possibly the performance of operation, but by leading the student 
through biology, comparative anatomy, biochemistry, indicating to his mind that 
the parturient woman is a complex individual, and that the larger part of her 
physical prosperity and that of her offspring will depend upon a close study of 
physiologic phenomena. Moreover our scientific knowledge must be utilized to 
remedy any defects or difficulties which may arise in the physiologic and anatomic 
condition of the mother and the child. 


DR. JOSEPH BRETTAUER, New York Ciry.—I feel that very few of us can 
diseuss Dr, Bell’s paper as intelligently as we would like to, The suggestions he has 
thrown out are so clear and yet so difficult to be made use of, that I for one feel 
it requires a different basis than the one we have to carry out work along the 
lines laid down by Dr. Bell. 

There are two distinct principles on which teachers of medical students ought 
to act. We must not lose sight of the fact that we have not only to teach students 
and the younger men to be helpful in practice, but we have to teach them how 
to treat a sick woman, A man of average intelligence can be taught how to 
treat a sick woman. The average student, however, cannot be taught to do the 
work which is required to follow this line of research. It takes a man with 
more than the average intellect or average brain to carry out the work of this 
kind. Biochemistry is one of the most difficult subjects which the younger men 
can study and very few will become really efficient in it. If you look over the 
membership list of a chemical society or a society of physiologic chemists as they 
call themselves now, you will find among a membership of 150 to 175 scarcely half 
a dozen, possibly one or two more, who have done real original work in this line. 
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I happened to be present at the discussion of a subject which was far beyond 
me. In that discussion one of the real pathfinders complained that he could not 
find young men to carry out that sort of work; that it could only be done in 
institutions which are amply supplied with funds, Therefore, I do not think the 
ordinary clinic, which has not at its disposal a fully equipped laboratory, can under- 
take this work. When I say a fully equipped laboratory I do not mean simply a 
microscope, the various histologic appliances or even chemical appliances, but a 
biochemic laboratory, which means an enormous outlay, I think it is special work 
which will never be done in conjunction with any obstetric or gynecologic clinic. 
It must be done by men who do nothing else. Of course, it is entirely different 
with comparative anatemy. We are fortunate enough to have among us a man who 
has done a great deal in that line, and he has certainly taught his students more of 
special anatomy than the usual anatomist does. 

To repeat, I am sorry to say that while it is most likely this subject will re- 
‘eive proper attention and direction in the future, yet at present, I think the average 
student will not be able to follow it. 


DR. BELL, Liverroot, ENGLAND (closing).—I am grateful to the gentlemen who 
have spoken for their kind words concerning my work and for expressing their 
views in the matter I have brought forward. It was with considerable difficulty 
that I made up my mind as to the subject I should discuss before this Society. 
Finally, I decided on a difticuit problem that has been a matter of the greatest in- 
terest to me ali my professional life. When I was a student little biology was 
taught, and in going about I find very little is being taught today. My research 
work has been chiefly along the lines of biology and embryology, mostly straight- 
forward biology. 

Today there is a tendeney toward ultraspecialism, such as the specialization in 
‘egard to operations, yet we know that in considering gynecology and obstetrics we 
have to consider the whole woman, Gynecology extends far beyond the limits of 
the pelvis. 

[I was interested in the remarks of Dr. Schumann regarding the anatomic and 
pathologie work being performed at the Zoo in Philadelphia. Many of the in- 
teresting articles of Bland-Sutton were based on information gained while he was 
making pathologie investigations at the Zoo in London. There he did splendid 
biologic work when he was a young man. 

There are many things of interest in regard to the anatomic conditions existing 
in animals, for instance, in the lemur, I have found that there is a natural state 
of exophathalmos and that the thyroid gland in this animal has the same appear- 
ance as that seen in the human subject suffering with exophthalmice goiter. 


(To be continued in October issue.) 
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Tue PResipeENT, Dr. Jonn A. MCGLINN, IN THE CHAIR 


Dr. Epwarp P. Davis read a paper entitled Induction of Labor, Com- 
plicated by Hemorrhage. (For original article see page 1, July, 
1921, issue. ) 

DISCUSSION 
DR. W. R. NICHOLSON.—TI believe that Dr. Davis is right in saying that we do 


not get as prompt action from the tube as from the bougie. I have ruptured more 
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membranes with the rectal tube than with the bougie. As for the indication for the 
use in case of hemorrhage it seems to me that the individual cases that Dr. Davis has 
spoken of were handled by the use of the bougie and then by the cesarean as they 
should have been handled, but the question comes up as to the proper handling of 
the cases with hemorrhage from placenta previa and premature separation of the 
placenta. Of course as far as the second indication is concerned, there is nothing 
to be said about the section, but with placenta previa the question of delivering 
by the vagina or by section must be considered. I have had one rather unpleasant 
experience in the type of case Dr, Davis mentioned, that was in a woman, un- 
fortunately in the country, where these things seem to happen more frequently than in 
a hospital where one is prepared to handle them, and I introduced a rectal tube and 
got a hemorrhage which was very disquieting. I presently withdrew the tube and 
the woman went into labor without any further interference, but I felt at that time 
that I had introduced the rectal tube up to the edge of the placenta. 


DR, RICHARD C. NORRIS.—The induction of labor is a very valuable operation. 
From the standpoint of the indications I agree with Dr. Davis, and personally would 
extend them, I find as years go by I am more and more prompt in the induction 
of labor in primiparae with floating heads at term, especially occiput posteriors. 
As to the technie it is very important to know the best method for the induction 
of labor. We are not prepared to say how the introduction of a foreign body into 
the uterus brings on uterine contractions because we do not absolutely know as yet 
what produces labor naturally at the full period of gestation. The more we see of 
the use of pituitrin the more prone we are to believe that the pituitary body is an 
important factor, The more we learn about the action of pituitrin, the more we 
realize there must be some other stimulant to initiate contractions before this gland 
seems to come into efficient action. Its efficiency seems greatest during the seeond 
stage of labor. As T view the situation and realize that bags have been more 
prompt, in the experience of most men, in bringing on labor pains than bougies 
placed in the upper uterine segment, [ have become more and more convinced 
that irritation of the lower segment is the important factor and with that idea in 
view I was one of the first to use the reetal tube, endeavoring to have it coiled up in 
the lower segment. My aim was to make the rectal tube a substitute for the bag 
and have it of such character and bulk that it would become more and more 
analogous to a bag and for years I have not used a tube with the idea of passing 
it well above the lower uterine segment. When I used one or more long bougies 
I passed to the fundus and sometimes saw slight hemorrhages. Dr. Nicholson has 
referred to the old form of bougies. I think that success is dependent upon the 
type of rubber tube you use. It should be very soft, long and flexible. Where the 
tube is coiled in the lower part of the uterus on itself then the bulk of the tubé 
becomes equivalent to the bulk of the bag. The tube is almost equally efficient 
and it can be introduced when the beg will often require an anesthetic and pre- 
liminary dilatation of the cervix. If one wants to bring on pains more promptly 
I would use a bag. The insertion of the tube is facilitated by a stylet passed within 
the tube as far only as the internal os. The tube is pushed off the stylet into 
the lower uterine segment. The portion of the tube within the uterus is always 
free from the stylet. In the induction of labor we should aim to irritate the 
uterine segment by a mass as large as we can reasonably and conveniently make it. 
Since pituitrin has come into vogue, we have not hesitated to add small amounts 
of pituitrin, never more than two or five minims, and by analyzing our cases we 
found that the onset and progress of labor were aided by the judicious and skillful 
use of pituitrin. I think, briefly, it is dangerous in the hands of an obstetrician 
without proper judgment. Small doses are invaluable in the induction of labor 
after the tube has been in place for several hours, of used with proper restrictions. 


( 
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Dr. Davis’ paper, I think, has limited the indications for induction somewhat. 
The technie he advocates I would modify, as suggested, in order to increase 
efficiency without multiplying dangers, 


* DR. GEORGE M. BOYD.—I am in accord with Dr. Davis’ views in regard to the 
indications for induction of premature labor, although in my hands the operation 
does not go along as smoothly as has heen described by many authors. I do not 
find that labor always begins promptly and continues uninterruptedly, There is an 
element of danger of infection. The purpose is often defeated by the rupture of the 
membranes, That has been my annoying experience in several cases where I have 
used the bougies. To eliminate the possible danger of infection I have recently 
resorted to dilatation of the cervix manually, under ether, stripping the membranes 
and packing the cervix and lower portion of the uterus with gauze. The advantage 
of the method is that it carries out about what a soft bougie usually accomplishes 
and you have a method of induction which you ean feel is a cleanly one. 


DR. DANIEL LONGAKER.—In regard to the operation of induction of labor 
complicated by hemorrhage, T have used the bougie, rectal tube, and bag in a 
large number of cases. I have never in the use of the hougie seen hemorrhage 
that I considered at all alarming. If there is bleeding of any moment, the membranes 
should be ruptured first and either let it go at that or put in the bag. Regarding 
the hag, the larger the bulk, the better. There is nothing that will accomplish this 
so well as the Voorhees bag, The bag I use more than any other is No. 4 which 
holds eight ounces of water. Regarding the technic, the patient is placed in the 
exaggerated lithotomy position at the bottom of the bed, the perineum is retracted 
by means of a large Sim’s duck bill speculum, the anterior lip is seized by ring 
forceps and likewise the posterior lip, the canal can be asepticized or sterilized by 
the dry method, 315 per cent iodine following alcohol as a dehydrating agent, ‘The 
No. 4 bag can be rolled up like a cigarette, grasped, anointed and slipped into any 
cervix just as easily as the hougie without touching anything whatever in a_per- 
fectly satisfactory aseptic manner. The results of this method are I think far 
more satisfactory than any T have ever seen following the use of the bougie or rectal 
tube. 


DR. BARTON COOKE HIRST.—I would call attention to the method of pro- 
eedure at the University Hospital. We dilate the cervix 7 e«m, in a linear direction, 
insert a two-inch bag of my own model, which is superior to the Voorhees bag as 
it dilates the cervix in the horizontal plane, does not elongate it, and does not dis- 
place the presenting part. Labor usually ensues promptly. 


DR. EDWARD P. DAVIS (closing).—In the cases narrated there was no sign 
or symptom of hemorrhage before the insertion of bougies, These cases were in no 
sense cases of pregnancy complicated by hemorrhage before the induction of labor, 
The paper was written to illustrate the fact that in the induction of labor, hemor- 
rhage may develop which might naturally be ascribed to the induction of labor, but 
which had nothing to do with the operation itself. When such hemorrhage oc¢- 
eurs during the induction of labor, it is a complication of importance and the 
cause of the hemorrhage should be ascertained as promptly as possible. In the 
case in which cesarean section was done, the operation was not performed because 
of hemorrhage, or because hougies had been inserted, but for the reason that when 
the abdomen was thoroughly examined after the insertion of bougies, there was 
evidence that the placenta had partially separated and that separation was still 
going on. This diagnosis was confirmed at operation. The bougies had to do with 
this condition only in so far as they excited uterine contraction, and it is more 
than probable that the placenta would have separated in this case whenever the 
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woman went into labor. It is certainly fortunate for tie patient that the uterus 
which showed chorioepithelioma was removed. 

In considering the induction of labor, one cannot apply any method to every 
ease. The condition of the pelvis, cervix, birth canal, nervous system and fetus must 
be taken into consideration. A very rigid cervix may require a vaginal section, but 
if this be declined, in my experience, the introduction of several bougies and the 
use of morphine afterward will give best results. A reasonable time is of no 
especial importance. 

If, however, the cervix is soft, and one wishes to proceed with the minimum of 
pain, a rectal tube made of French rubber, which is very smooth, is best. These 
tubes are so flexible that they may readily be coiled in the lower segment, where 
they will excite uterine contraction. In my experience, the bag causes the patient 
great pain, may displace the presenting part and is not superior to other agencies. 

It is important that the induction of labor should be done under transient but 
thorough anesthesia, This permits a thorough examination of the case, considerable 
dilatation of the cervix, and the accurate insertion of the bougies. We should not, 
I think, resort to the induction of labor, except in rare cases, without anesthesia, 


Unless the patient is toxic, nitrous oxide and oxygen are satisfactory. 


Dr. WiLiiaAM F’. Morrison read a paper entitled What is the Best Treat- 
ment for Retrodisplacement of the Uterus? 


Dr. Morrison said: 


In discussing the surgical treatment of retrodisplacements of the uterus I intend 
to limit myself to that phase of the subject pertaining to the holding of the uterus 
in its normal position, The necessity of repair of lacerations, curettage, the proper 
management of tuboovarian complications, ete., we are all agreed upon. In the 
beginning I wish to state that I have no new operation to offer but to emphasize 
the value of one old operation in certain types of cases. The possibility of 
further twists and turns in the round ligaments is not exhausted, however, and 
there are still opportunities for the aspiring gynecologist to perpetuate his name by 
describing an entirely new operation or at least modify some of the exhausted ones. 
We must first consider the support of the uterus, which includes ligaments, intra- 
abdominal pressure and walls of the vagina, When a uterus is retrodisplaced, it is due 
to lack of the functioning of the ligaments or sagging vaginal walls, either one or 
both will cause an unequal change of the intranbdominal pressure. While some 
cases are congenital, others are due to traumatism. We will, I think, all agree that 
most cases follow confinement or abortion and quite a number are the results of 
pelvic inflammatory disease. 

An operation for retrodisplacement to be of value should possess certain char- 
acteristics: 

First: It should be without risk to the patient. 

Second: It should hold the uterus in its normal position and not interfere in 
any way with its function. 

Third: It should enable the operator to deal with adhesions, tuboovarian diseases 
and other complications, if they exist. 

Fourth: It should not endanger the life of the patient subsequent to operation. 

The first of these hardly demands any discussion. While it may be argued that 
operations after the type of the Alexander, which do not open the abdomen, and 
operations of the vaginal route, are safer than those which open the peritoneal 
cavity by the abdominal route, still in the hands of the experienced operator there 
is so little risk in an abdominal section that it can be discounted in view of the 
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greater possibilities of correcting all the pathologic conditions, The claim that the 
Alexander operation should be the operation of choice because of its greater safety 
is not a valid one and one that does not appeal to the average surgeon. Personally 
I have not had any mortality in operations for the correction of the displaced 
uterus and I am sure that this is the general experience of all latter day surgeons. 

Practically all operations thus far devised will hold the uterus in a normal 
position and will effect a cure if the surgeon has the proper conception of the 
subject and will restore as far as possible all the supports of the uterus and not rest 
satisfied in simply depending on some method of holding the uterus forward. It is 
our aim to correct symptoms and restore the parts to as nearly their normal 
anatomical relation as is possible. 

At times failures will result no matter how thorough have been the efforts to 
eure the condition, Some operations fail more frequently than others, due to an 
inherent defect in their technic, but some operators will claim that a particular 
operation is selected because of the entire absence of failure. Of course, I do not 
intend to impute dishonesty of purpose to any surgeon making this claim, They 
do it in ignorance of the true status of their postoperative results, In the majority 
of cases of failures, further advice is sought at the hands of another surgeon and 
the original operator is not aware of the poor result. At most, if the operation has 
been properly performed, very few failures result no matter what method of bringing 
the uterus forward is used. If a round ligament operation is discussed, the discus- 
sion usually waxes warm on the question of utilizing the strongest or weakest part 
of the ligament. At best no part of the round ligament is strong enough to hold 
a large subinvoluted uterus in normal position. While that part of the ligament 
nearest the uterus is thicker than that in the inguinal canal, the difference is so 
slight that to my mind it makes no material difference which part is used to support 
the uterus. The round ligaments were never meant by Nature to act as true 
supporting ligaments, and in the normal condition Nature utilizes both the strong 
and weak parts to serve her purpose, While all round ligament operations bring 
the uterus in an anterior position, all of them do not restore the uterus to its normal 
position. Many of them bring the uterus well out of the pelvie cavity and make 
it an abdominal organ, others hold the organ in a more or less fixed position and do 
not allow a freedom of motion which it has naturally, while still others bring it so 
far forward as to make it press on the bladder. As a result these varied conditions 
produced by the operation, while the retrodisplacement is cured, leave in their 
wake many symptoms which are at least as annoying as those produced by the 
original condition. 

The operation should not interfere with menstruation or with gestation, If the 
uterus is brought forward in an abnormal and exaggerated position, congestion 
is likely to result and the menses will be both profuse and painful. It is very im- 
portant then to select such an operation as will most nearly restore the organ to 
its proper position and which will allow a certain freedom of motion. Any opera- 
tion which will in any way interfere with gestation and labor is to be condemned 
except, of course, in those rare cases where it is deemed necessary to perform a 
fixation and where the woman is deliberately sterilized. If the surgeon can he 
sure that no intraabdominal complications are coexistent with the retrodisplaced 
uterus and that the uterus is not large, soft, and boggy, then no better operation 
than an Alexander can be performed, That you ean be reasonably sure that no 
complications exist I admit, but that one can be absolutely certain I question in 
the great majority of cases. Personally I have been disappointed many times in my 
diagnosis of a freely movable uterus free of adhesions and with no tuboovarian 
disease by finding, on opening the abdomen, lesions which I could not recognize by 
examination and which were not indicated in any way by the history. Because 
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I cannot have the confidence in my examinations to eliminate complications, I do not 
mean to intimate that others cannot. The more I see of retrodisplacements of the 
uterus, the more I am convinced that the true pathology so far as the symptoms are 
concerned is the pathology of the associated complications. The only way we can 
be sure that complications do not exist is to open the abdomen and to explore the 
pelvis, As abdominal surgery, in the clean case, is now practically without risk, I 
see no contraindication in the selected case to this procedure, and it is my practice 
always to perform an intraabdominal operation. Each advoeate has his cases to 
report of failures of methods other than his own, in recurrences, intestinal obstrue- 
tions and dystocia. With the proper type of operation selected in each ease, the 
number of failures would no doubt be few, 

Some writers state that from 60 to 100 different operations have been devised for 
the correction of retrodisplacements. With such a number, is it any wonder we 
are confused in our selection of the proper one? Which leads us to conclude that 
various operations, especially those of the round ligaments, are a fallacy. 

I do not advocate any one operation for all cases but always approach a case 
of retrodisplacement with an open mind, having no fixed idea of the particular 
kind of operation to be performed before the abdomen is opened, In some I find 
the Baldy operation the best, in others the Gilliam or Montgomery, but in the 
majority of cases I find the suspension operation preferable. The Baldy operation, 
unless carefully watched and properly performed, will leave an opening in the 
broad ligament into which a loop of intestine may he crowded with the resultant 
intestinal obstruction or, if the uterus is large, soft and hoggy, it oftentimes 
fails in its purpose. Richardson calls attention to this facet and strongly recom- 
mends that a suture be placed at the opening in the broad ligament through which 
the round ligament has been pulled. Nicholson (1918) reports 1233 cases of the 
Cavallero neoinsertion. He does not, however, state whether these are selected cases 
but from his writing I am lead to believe he uses it routinely. Montgomery in the 
New York State Journal of Medicine, 1917, recommends strongly his operation, 
claiming for it that the weakest point of the round ligament is fortified to such 
an extent that it practically becomes the strongest. This operation of Montgomery’s 
is undoubtedly good in selected cases, He claims that the advantage over the 
Jaldy operation is that there is no chance for hemorrhage or intestinal obstruction, 
two points well taken. Halford (1919) advocates the Alexander and always tries 
to cure without an abdominal section. Warlow (1919) advocates the interstitial 
transplantation of the round ligaments into the posterior portion of the uterus. 
Polak (1920) advocates a prophylactic treatment; viz., after a curettage or con- 
finement to be sure to replace the uterus. If you fail to do so, then exercises in 
the knee-chest position and the ‘* Kangaroo walk’’ suggested by Beck are advised. 
If these do not meet with success, he advocates a vaginal tampon, the same to be 
placed in position with the patient in the knee-chest position, being cautious to put 
the tampon against the cervix so as to push it upward and backward, claiming if the 
tampon is put in posterior to the cervix, the axis of the uterus is changed, Norman 
(1920) discourages fixation, reporting an interesting case of gestation following 
the operation, when labor came on the uterus turned upon itself, the cervix pointing 
upward and toward the right shoulder, He performed a cesarean section, delivering 
twins; the band holding the uterus in position was cut, the uterus restored to its 
normal position, 

Various writers report cases of failures and intestinal obstructions as a result 
of the different operations including the suspension. My experience has been that 
the majority of eases in the MceGlinn Clinie in St. Agnes Hospital have been such 
as to warrant us in selecting the suspension operation, This we recommend in cases 


in which the uterus is large, soft, and boggy, a condition found in most cases 
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of a year’s, or longer, duration, the enlargement of the uterus being due to the 
efferent congestion. In most cases there is an endometritis due to the disturbance in 
circulation. When an endocervicitis exists, due to erosions or other causes, the 
cervix is curetted, the cervical canal touched with tincture of iodine, occasionally the 
cautery is used, a small wick of gauze being packed into the cervix. In my expe- 
rience I have seen only two failures which can be attributed to carelessness of the 
postoperative technic, Both cases were ward cases and the resident physician in 
removing the gauze, was not careful to support the uterus. The traction of the 
gauze while being taken out, was sufficient to pull the uterus down to such an 
extent that the sutures were pulled through the uterus. 

This operation I consider raises the uterus in the pelvie cavity higher than any 
of the round ligament operations, and if carefully performed and not brought 
too far forward to press upon the bladder, is the most satisfactory one for the 
correction of symptoms. While cases have been reported of failures and a few 
intestinal obstructions following the operation, I feel as against the other operations 
it is the one to be preferred. 

DISCUSSION 

DR. BARTON COOKE HIRST.—I began operating on these cases somewhere 
from 1886 to 1889, thirty-two years ago I regret to remember. I have been operating 
on them ever since and my experience, I think, embraces the whole history of 
the subject. I remember seeing the first ventrosuspension operation in Olshausen’s 
Klinik in Berlin. I have tried practically every operation since. I have been doing 
the suspension operation for over thirty years and have done the Alexander also for 
that length of time. I did the Baldy operation for two years and did it throughout 
as Baldy himself; also the Webster operation, worse than the Baldy, with more 
failures. For twenty-five vears I looked for an operation which would get my 
patient well and keep her well. For the last seven years I feel satisfied for the 
first time in my professional career. I have the records, names, and addresses of 250 
patients up to last October operated upon by the technic I now employ. I com- 
municated with the first 125 so that some time should elapse after the operations. 
All the answers were favorable; all that I have been able to examine have shown 
a good result. The uterus remains in perfect position, although some of these 
women have had several children, Like the reader of the last paper, I have nothing 
new or original to present. I have simply combined three operations: suspension, 
shortening the round ligaments in the groins and utilizing the Pfannenstiel incision, 
I have practiced the ventrosuspension operation for thirty years so that I know 
what to expect from it. I can make a statement about the shortening of the round 
ligaments in the inguinal canal that I think is remarkable. I cannot find a recur- 
renee of restroversion following childbirth after the Edebohls modification of the 
Alexander operation in all the years I have observed it, that is twenty-eight or 
twenty-nine years. If it is done properly it is the most successful operation for its 
purpose. Graves, of Boston, states they have 15 per cent of failures in shortening 
the round ligaments by the inguinal canal, There must be some imperfection of 
technie to explain such a statement. The Pfannenstiel incision permits one to 
inspect and palpate the appendages and appendix, 


DR. F. HURST MATER.—In considering what is the best treatment for retro- 
displacement of the uterus, we presume Dr, Morrison refers to its surgical correction, 

Although I do ventrofixation for the correction of certain types of uterine 
prolapse, I cannot see any real worth in the ventrosuspension operation, 

After all the factor that probably determines most of us in the selection 
of our operation is familiarity with a given method, It is the one we do oftenest 
that we do best. 
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I personally have had the best results, when the condition is one of ordinary 
retrodisplacement, with Montgomery’s modification of the Gilliam-Simpson opera- 
tion. It is an intraabdominal procedure. The strongest part of the round ligament 
is utilized for support and it is carried subperitoneally to its area of attachment on 
the upper surface of the fascia. No false ligaments are left in the cavity around 
which the intestines may become strangulated, 

It is our practice in doing this procedure to enter the abdominal cavity through 
a modified Pfannenstiel incision, which gives a large fascial exposure, and permits 
the suturing of the round ligaments to it without undue traumatization of tissues. 

In the presence of a large and flabby uterus, after the abominal cavity has been 
opened by a median incision, I usually elect to do the Baldy operation. 

In a certain percentage of cases we are bound to have some failures unless we 
consider carefully in all cases and remember that the real supports of the uterus are 
not the round ligaments, ete., but the fibrous diaphragm which underlies the bladder, 
and firmly grasps the upper part of the vagina and supravaginal part of the cervix 
uteri, When there is relaxation of these supports, we have a beginning descensus 
added to the retrodisplacement, which requires correction as well as the backward 
displacement if we expect to obtain a permanent result, 


DR. CHARLES P. NOBLE.—My experience, like Dr. Hirst’s, goes back to the 
early days of the operative treatment of retrodisplacement of the uterus, Before 
speaking of special operations I would like to emphasize the point Dr. Maier made, 
that the ultimate and most important factor in the support of the uterus is the pelvie 
floor, chiefly the sacral segment, but including the pubie segment. If the pelvic 
floor remains defective no matter what operation is done for retrodisplacement we 
cannot expect to have permanently good results. I thought that had been settled 
ever since the days of Schulze, whose work was done in the early part of the second 
half of the last century. So far as the various operations for retroversion are con- 
cerned, I have tried most of them. I must confess my surprise at the technic 
which was recommended by the reader of the paper as being the operation of choice. 
About 1895, after experience had demonstrated that hysteropexy in child bearing 
women was followed by dystocia I used the operation which he recommends until I 
realized that it failed to meet the indications for permanently successful results. 
If the suspension is done by sewing the fundus, anterior to the middle line, to the 
abdominal wall, the uterus is not anteflexed, and therefore intraabdominal pressure 
does not serve to keep the uterus forward. It has that fatal defect. I am quite 
sure that subsequent operations in the series reported tonight would add largely 
to the collection referred to by Dr. Schumann of stretched out ligaments which no 
longer have any function, The Alexander operation has the disadvantage that one 
does not actually inspect the condition of the pelvic organs, Nevertheless I have 
done that operation for many years, and [ would say with Dr, Hirst that the results 
of the operation have been eminently *satifactory. I am prepared to admit the 
possibility that one can make a mistake in diagnosis and overlook an existing 
quiescent salpingitis, nevertheless my experience has been satisfactory, It is a fact 
that I have used great care and discretion in selecting the cases; namely the 
Alexander operation was never done when there was a history of infection, and it 
was never done unless the uterus could be replaced bimanually and the appendages 
showed an entire absence of thickening. In other words, unless one could reasonably 
exclude infection and even though one made a mistake and operated in some cases 
where there may have been infection, in none of them was there any subsequent 
trouble. The technie I used was similar to that used by Edebohls, and anyone who 
learns and employs that technic will have no difficulty in securing permanent re- 
sults. The Alexander operation is especially indicated when an operation for 
retroversion is called for in a virgin. When for any reason the abdomen should be 
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opened, I have found the Simpson operation to give satisfactory and permanent 
results, 


DR. JOHN A. McGLINN.—A short time ago I operated upon a woman who had 
a complete prolapse of the uterus. She went to a general surgeon and the general 
surgeon took out the uterus. He cured the prolapse of the uterus to the extent 
that she has no uterus to prolapse. In our treatment of prolapse of the uterus 
we cure pathology which is responsible and then we do not care what opera- 
tion we d» to hold the uterus forward, I have done practically all the round ligament 
operations. I preferred the Montgomery cperation until I found two cases in one 
week, failures; cases done by himself. In doing the Baldy operation I have met 
with the same difficulty, also in the Coffey operation and the Gilliam and I found 
myself doing a large number by the discarded ventrosuspension. Sometimes I do 
the operation Dr. Hirst does, I do not think it makes much difference what operation 
you do provided you do all the work necessary to hold the uterus forward. Com- 
paratively few cases of dystocia have resulted from ventrosuspension and com- 
paratively few cases of intestinal obstruction. If properly done, ventrosuspension 
results are better than you get in the Ferguson or the Gilliam. 


DR. RICHARD C. NORRIS.—I think Dr. Noble struck the key note of the 
subject when he referred to the correction of the associated pathology. Emmet 
said years ago if a man knew how to do a good plastic operation on the posterior 
vaginal wall, a pessary worn subsequently would usually cure retroversion. How 
about the unmarried woman who has never had any children and yet has retro- 
version? The trend of modern times is to use the round ligaments and more to 
secure an anterior fundus. It is the essential principle of the means of keeping 
the womb anteflexed temporarily or permanently. For the associated pathology, 
particularly the repair of the lower uterine supports the principles of Emmet are still 
useful. Those men who use the thicker cornual end of the round ligament to bring 
the fundus forward are the men most satisfied with their results. Now it doesn’t 
make much difference which method of shortening the round ligaments one chooses. 
Baldy’s operation I repeatedly tried and I gave it up, as other men have. It does 
hold the ovary up, but you do not have to do Baldy’s operation to correct prolapse 
of the ovary. The two essential principles, good plastic surgery and shortening of 
the elongated round ligament to produce temporary or permanent anteflexion are 
the essential principles and the less surgery you have to do to bring that about the 
better. The Pfannenstiel incision is cosmetic, but what happens when it does get 
infected? Most of you know, If you can through a small median incision, take out 
the appendix, shorten the ligaments, and correct ovarian or tubal defects, the small 
abdominal opening is to the patient’s advantage, other things being equal from 
every viewpoint. Some years ago the popular operation was the Alexander, TI still 
do it when T am sure there are no associated intrapelvie lesions, I found that when 
one Alexander operation was indicated, there were fifteen that required abdominal 
section. In the unmarried woman, and where the traumatisms of childbirth are 
absent, the Alexander procedure is still indicated. In the better class of patients 
there are many women who have retroversions, who have borne two or three children, 
and who have relaxed pelvie floors. You have examined them under ether and felt 
their tubes and ovaries, and you can be certain that they do not have pelvie pathology. 
In that class after a satisfactory plastic the Alexander is quite a good operation for 
the man who knows how to do it quickly. The convalescence is more comfortable 
and it offers permanent results even after repeated pregnancies. Among ward 
patients pelvic infections are more frequent and section for that reason is usually 
indicated, For these cases T select the Mayo method of shortening the ligaments 
because in its results and in principle it more closely resembles the Alexander 
operation, 
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Dr. LeonarD AVERETT read a paper entitled Radical Versus Conserva- 
tive Surgery in Pelvic Infections. 


The conservation of pelvic organs in operations for pelvie diseases, without thor- 
ough consideration of the pathologic changes of the same, and pathologic and physio- 
logic changes as the result of operative procedure, has often been the cause of ex- 
changing one group of symptoms for another, As a result many women lead 
invalided lives or return for secondary operations, thus taking an additional risk 
to life in the form of ether pneumonia, shock, hemorrhage (owing to dense adhesions 
as a result of primary operations), emboli, and various other risks which exist in 
operative procedures, which the patient escaped during primary operation, and 
would not be subjected to, had not conservatism been carried too far. 

First, we will consider the resection of the fallopian tubes, In tubal infections 
the ostium of the tube is closed or ciliated epithelium destroyed; the tube thickened, 
distorted and bound down by adhesions, as a result of which the peristaltic movement 


is lost. The resection of such a tube only predisposes the woman to ectopic preg- 
nancy. For the few successful pregnancies reported by Chavin, Leguen, Salich, 


Bullard, Childs and others, by far a greater number of ectopic pregnancies have 
Leen reported, and the majority of cases remain with the same or even greater 
group of symptoms as a result of postoperative adhesions, 

In Dr. MeGlinn’s Clinie at St. Agnes Hospital, we did one salpingostomy about 
three years go, and five months later we reoperated the same patient for an ectopic 
pregnancy. The same results have been reported by many other operators. 

Bullard reports 145 cases of salpingostomy performed at the Womans Hospital 
of New York City over a period of twelve years, in which he was able to get the 
full reports on forty-four cases with the following results: twenty-one entirely re- 
lieved of their symptoms; twenty total failures or partially successful; three became 
pregnant, only one of which went to term; the other two aborted; one at four 
months and one at six months, 

We do not know how many of the remaining 101 cases remained invalids, or had 
to undergo secondary operations, either for relief of symptoms or ectopic preg- 
nancies, and how many had babies. 

Summing up the forty-four cases of which data were obtained, we find one 
successful pregnancy, for which twenty women have undergone an abdominal opera- 
tion without any beneficial results. 

In the December, 1920, issue of the American Journal of Obstetrics and Gynecology, 
Dr. Childs of New York, reported seven successful pregnancies as a result of con- 
servative surgery on the fallopian tubes. I am sure, had he been able to follow up 
all of his salpingostomies and noted the end results, he might not have been so 
eager to preach conservative gynecology. 

There are some occlusions of the fimbriated end of the fallopian tubes as a result 
of outside causes, such as, appendicitis, colitis, pressure from tumors, or other 
extratubal inflammations, in which salpingostomy may be successfully done, by 
gently breaking up the adhesions and passing a probe through the tube, into the 
uterine cavity. But even then, the passing of the probe tends to injure the ciliated 
epithelium and at times sets up intratubal inflammations, 

With the advance of surgical science, making laparotomies a reasonably safe 
procedure, the pendulum in surgery of the ovary has swung to both extremes. At 
first, healthy ovaries were sacrificed with the expectation of curing all female 
ailments, particularly various psychoses and epilepsy. 

That the ovary produces an internal secretion which influences the trophie and 
nervous mechanism of the female, was not known and it was believed that the 


only function of the ovary was that of ovulation. Therefore, if the tubes were so 


| 
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diseased as to prevent pregnancy, ovaries but slightly diseased were entirely re- 
moved. I am sure that this form of surgery need not be further discussed. The 
pendulum has long left this point, but unfortunately, has swung to the other ex- 
treme. 

The practice of resection of the microcystic ovaries is a procedure which should 
be greatly discouraged and the reason is perfectly clear if we study the etiology 
and pathology of this condition. This type of ovary is found practically in all 
cases of retrodisplacement of the uterus, when the displacement has existed for a 
number of years. As a result of chronic congestion there is a thickening of the 
ovarian capsule, which prevents the rupture of the graafian follicle through the 
surface of the ovary. There results then a number of retention cysts; at first, 
limited to the surface, but eventually, studding the entire ovary. The ovaries, as 
a result of formation of retention cysts, increase in size and weight and prolapse 
into the posterior culdesac, where they are subject to pressure (on account of their 
abnormal position) from the full rectum and displaced uterus, giving rise to con- 
siderable pain and tenderness in the pelvis. 

To resect an ovary of this type, is only adding insult to injury. It is impossible 
to remove all the thickened capsule so that the part remaining has just as thick 
a capsule as before operation. The mere handling of the ovary during operation 
causes sufficient irritation to further thicken the capsule of that portion which is 
left behind. We further injure these ovaries by producing in them a large amount 
of scar tissue. ‘As a result, we do not cure these cases, but in the majority of 
them, the condition, if anything, is made worse. 

This observation has been frequently demonstrated in St. Agnes Hospital, both 
in our own cases and those of other operators, where we were compelled to do a 
secondary operation for the removal of the portions of the ovaries which were left 
behind in a previous operation. 

Our procedure is not to resect these ovaries, but simply puncture those cysts 
which are upon the surface, with as little handling of the ovaries as possible. While 
the condition is, as a rule, bilateral, still one ovary is usually in sufficiently good 
condition to be preserved in its entirety. Where an ovary, from the widespread 
condition of the disease, is not amenable to this treatment, we remove it. 

The associated pathology is cleared up. If the uterus is displaced, it is restored 
to its normal position. If this procedure does not restore the ovaries to their proper 
position, they are brought into proper position by a suitable operation. Since we 
have been following this procedure, we have not had to reopen a single abdomen 
for the removal of the ovary so treated. 

Much has been written on the conservation of ovaries for their ovarian function 
and influence of ovarian secretions on the female; but very little has been said of 
the clinical behavior of the conserved ovary. 

Now, let us consider, what is the end result of ovaries retained after hysterec- 
tomies for inflammatory diseases of the uterus and fibromyomata of the uterus. 
We know that in inflammatory disease of the uterus, we have as a result of con- 
tinuity, a cicatricial thickening of the ovarian capsule, which prevents normal 
maturation and rupture of the graafian follicle, hence, the formation of retention 
eysts; increased weight and prolapse of the ovary. Circulatory stasis of the ovary 
in fibroid tumors of the uterus, likewise results in thickening of the ovarian capsule. 
The added disturbance in cireulation which results from the removal of the uterus, 
also helps in the pathologic changes of these organs. Such an ovary, if conserved, 
undergoes cxtra congestion of the premenstrum and leads to inereased tension within 
the ovarian substance, giving rise to pain, vasomotor and nervous disturbances, in 


some cases, a week before the menstrual period, and the congestion not being relieved 
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owing to the absence of menstruation, the above symptoms are continued, at times, 
for a week longer. 

Dr. J. O. Polak, of Brooklyn, reports 73 cases which he had to reopen for 
painful, cystic ovaries, within five years of the first procedure; and after removal 
of these ovaries, the patients fully recovered; pain subsided, and flashes were con- 
trolled by ovarian extract. 

The advisability of retaining the uterus after bilateral oophorectomy or salpingo- 
oophorectomy in inflammatory disease has been advocated by some operators, on 
the ground, that by removing the uterus the vagina is apt to prolapse. 

We know, of course, that the disease of the uterine adnexa, with few excep- 
tions, is secondary to intra or perimetrial disease. The retained, infected 
uterus keeps up the disagreeable and troublesome leucorrhea, the uterus may 
become retrodisplaced and give rise to numerous symptoms and last, but not 
least, toxic and bacterial absorption occurs from an infected organ which acts as a 
source of focal infection, The toxic and bacterial absorption takes place through the 
lymphatics of the uterus. The lymphatics of the cervix uteri empty into the sacral 
and superior iliac glands, They start as minute pin points in close contact with 
the racemose glands of the mucosa; these converge, forming thin wall channels 
which ascend between the muscle fibers, composing the myometrium and form lym- 
phatie vessels, which lie just under the peritoneal covering of the broad ligament, 
draining outward; and those from the body of the uterus drain into the lumber 
glands. 

As to the fear of prolapse of the vagina in supravaginal hysterectomy, we know 
that the pelvic fascia and cardinal ligaments are not destroyed in this operation; 
and by attaching the stumps of the broad and round ligaments to the stump of 
the cervix, a high fixation qf the stump of the cervix is obtained; thereby, giv- 
ing good support to the vagina. 

Destroying of the mucosa of the cervical stump with the eautery is a very im- 
portant step in this operation, so as to eliminate all possibility of leucorrhea and 
focal infection from the remaining cervix uteri. 

CONCLUSIONS 

I. To counteract the few successful pregnancies as a result of resection of the 
fallopian tubes, we have by far a greater number of ectopic pregnancies, secondary 
operations for relief of symptoms, and many women remaining invalids. 

If. A microeystie ovary in which the retention cysts have replaced most of the 
ovarian tissue, should not be resected, but removed, 

I1l. The retention of ovaries after hysterectomy for inflammatory disease and 
uterine fibroids, is always a focus for possible trouble. The capsules of these 
ovaries are thickened and the added circulatory disturbance as a result of the 
operation, tend toward cystic degeneration, causing severe pain and trophie dis- 
turbance. The life history of the retained ovary is of short duration and the 
trophic influence of the diseased ovary has been overestimated. 

IV. After a bilateral oophorectomy or salpingo-oophorectomy the uterus is a fune- 
tionless organ giving rise to further pathology if retained. 

DISCUSSION 

DR. RICHARD C, NORRIS.—The ideal surgeon will preserve function and not 
destroy it. To those who view this subject with a more or less sentimental view 
of the situation the ideal would be to preserve the womb, the ovarian function, the 
reproductive powers, intact, and even to preserve the menstrual flow for its possible 
endocrine and its psychologic value. These are the ideals. The tendency of the 


operator today is to be not only a surgeon, but a sociologist, physiologist and a 
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psychologist if you choose, and try to leave the patient in the best possible condi- 
tion to meet these three important functions by conserving all her organs. Restrict- 
ing my remarks largely to the inflammatory diseases of the pelvis, which com- 
prise the greater number of our ward cases, we have to approach the subject from 
a viewpoint somewhat different from that of our private patients. We may wish 
to be a sociologist, physiologist and psychologist, but we must realize that at least 
75 per cent of our inflammation cases are of gonorrheal origin. Add to these the 
grossly destructive lesions of serious puerperal and postabortal infections, and the 
opportunity for conservation of one or more functions is not so great as we find 
in the various tumors and less virulent infections. The age of the patient, the 
parity, the prospect, if she is an unmarried woman, of marrying and desiring chil- 
dren, the disastrous effects upon the neurasthenic of destroying ovarian function 
and finally the degree of destruction by the lesion will often justify in particular 
cases conservative surgery. My experience is that the most unexpected things hap- 
pen after our attempts at conservative surgery. You may think the case offers 
the best field for it. The subsequent history of that case shows that you have 
gone astray. We have had cases we thought almost hopeless, but because of earnest 
requests by the patient we have practiced conservative surgery and have been sur- 
prised to find that we have preserved all these functions for the woman, For 
myself I do not let the local lesions wholly decide this question for me. If the 
patient is a highly veurotic individual I would try to save some portion of the 
ovaries. It is seldom necessary to remove all the ovarian structures from a pelvic 
inflammation, The hilum of the ovary can almost always be-saved and if we can 
preserve for the woman her endocrine balance I think we have done a good thing 
for her. Surgical work on the uterus has lost its terrors as shown by the impunity 
with which we incise the uterus, stitch it up, and leave it without danger of infec- 
tion or hemorrhage. Supravaginal hysterectomy has shown us that the mucous 
membrane of the cervix and the endometrium of the uterine body is not a serious 
matter as to infection and if we ean preserve enough endometrium to keep up 
the menstrual function, it is wise to do so. In some cases the general nervous 
condition of the patient renders it most desirable to keep up these functions. Per- 
haps it is possible to be more conservative in private than in ward patients. When 
tubes are hopelessly obliterated, ovaries wholly destroyed by suppuration and the 
uterus infiltrated, conservatism often means complete surgery and hysterectomy is 
indicated. Our aim should be, and I think the most important item of conserva- 
tion in the inflammatory cases, the preservation of the endocrine function of the 
ovary. This means the preservation of its blood supply. You must so operate 
that whatever portion of the ovary you leave has its blood supply maintained. 
Otherwise it atrophies and disappears. I have removed and grafted a portion of an 
ovary in another part of the body to get an adventitious blood supply, but have 
seen no permanent beneficial results. The surgeon’s aim should be to preserve 
some portion of the ovary. In only rare cases can we hope to save tubes hopelessly 
damaged, but we find some tubes long after the acute symptoms have subsided 
which I often split, stitch back the mucous lining, believing in my heart they 
will be useless, but sometimes pregnancy follows, more often it does not, and 
sometimes, as the doctor pointed out, an ectopic pregnancy may follow. That 
happens so infrequently, however, that it should not be put in the balance in de- 
ciding whether to preserve for the woman those functions which help to keep her 
a woman, I would preserve as of first importance the function of the ovary; 
next the menstrual functions; and last the reproductive function, I would pre- 
serve a portion of the uterus when the ovary is retained in order that she might 
have her menstrual function. I know especially how young women feel when 
their menstruation has been destroyed. The psychologic effect is tremendous, so 


much so that psychologists rate it very highly as a means of preserving mental 
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equilibrium. You must take chances in conservative surgery, The chances are that 
a second operation will sometimes be required. I feel that often these chances 
should deliberately be taken and the tendency in recent years is to be less destruc- 
tive of function in all our pelvic surgery. 

DR. EDWARD A. SCHUMANN.—Dr. Averett’s conclusions from the academic 
standpoint are entirely in accord with my own, but from the practical standpoint 
I, at least, possess no conclusions, Many of the women with pelvic inflammatory 
disease who come under my care are young, considerably under thirty years, and I 
think that in each such case where any given procedure has been followed I wish 
within a year or two that I had done some other thing. That is to say, with 
every attempt to preserve the ovarian function a recurrence of trouble has dis- 
illusioned me as regards conservative gynecology. On the other hand, we are all 
weary of the repeated visits of those who have had a radical operation with com- 
plete ablation, These women are constant sufferers from the surgical menopause and 
despite all the beautiful comments in regard to lessening of menopause symptoms 
by ovarian extracts I am skeptical. Some of the women upon whom we practice 
ovarian therapy will say that they think they possibly had a few less flushes than 
before they took the extract. I have never seen these drugs cause symptomatic 
cures of surgical menopause, In regard to conserving the hilum of the ovary 
of which Dr, Norris spoke, unfortunately, the hilum of the ovary has very 
little endocrine value, consisting almost wholly of fibrous tissue. The seeretion 
of the ovary is developed in the ovarian stroma itself, in the parenchyma. 
One more point in regard to the elevation of the cervical stump. Bissell discards 
entirely the suture of the round ligaments inte the stump. 

DR. F. HURST MAIER.—It is to be inferred that the question at issue is what 
to do with this particular type of ovarian pathology. With our present knowledge 
of the part that the ovary plays in the endocrine system our therapy cannot be 
based on the physical condition alone. The psychic as well as the economic factors 
enter into it also. 

Years ago I learned the lesson of leaving the ovaries in in very young women or 
women with neuropathic histories. I make it a practice to explain to women, 
between thirty and forty years of age, who come to see me seeking relief from 
the symptoms caused by microcystic degeneration of the ovaries, of the value of 
the ovarian secretion, and that oophorectomy may be followed by disturbances of a 
general character that may be worse than the local disturbances, 

Not infrequently microcystie ovaries are associated with retrodisplacement of the 
uterus and varicose veins of the broad ligaments. It is both surprising and gratify- 
ing what excellent results we often obtain by surgically correcting the displace- 
ment and having the patient take several douches of hot saline solution for several 
\Vonths subsequent to the operation. 


JOINT MEETING OF THE NEW YORK AND PHILADELPHIA 
OBSTETRICAL SOCIETIES, PHILADELPHIA, 
MARCH 3, 1921 

Dr. Joun O. Potak, of Brooklyn, N. Y., read a paper entitled A Re- 

view of 307 Cases of Ectopic Gestation. (lor original article, see 

page 280.) 

DISCUSSION 

DR. BARTON COOKE HIRST, PHILADELPHIA.—Some years ago, Dr, Philip 

Williams investigated my cases of ectopic over a period of ten years to determine 
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the results of immediate operation in the tragic stage; and second to find out the 
subsequent history in regard to future childbearing and the likelihood of a repeated 
ectopic if the unaffected tube were allowed to remain. I have always felt averse 
to stand idly by while a patient is losing blood, in the hope she will cease bleeding 
and react and the result of the investigation just mentioned has justified immediate 
operation in my hands. Of 167 cases, there were 16 operated on in the tragic 
stage without mortality. In the immediate operation we infuse saline intravenously 
on the operating table, if necessary, but have a donor ready to give blood sub- 
sequently, Actual transfusion is done within twelve hours if necessary; that is, 
if the patient reacts primarily with salt solution but shortly shows alarming symp- 
toms of acute anemia. 

Another reason for immediate operation is that we cannot always depend on 
reaction after internal hemorrhage or on its spontaneous cessation. I have seen 
at least a half dozen cases die without operation owing to the continued hemor- 
rhage which never ceased. The next question investigated was the advisability of 
removing both tubes. Of the 167 women operated on, 7 developed an ectopic in 
the other tube. We found, however, in this series of cases, that within the next 
five years there were thirty babies born; so I still shall adhere to the practice of 
leaving the other tube and ovary undisturbed. I expect to have a certain propor- 
tion of ectopic gestations on the other side in the other tube; but, on the contrary, 
a much larger number of babies born subsequently. So I think that the question 
should be settled in favor of not disturbing the remaining tube. 


DR, E, A. SCHUMANN, PHILApeLpHtA.—One point brought out was in reference 
to the searcity of tragic cases today. This is very apparent in Philadelphia, 
and it is notable that the tragic case of the textbooks is apparently growing 
yearly less common. I had one case of ectopic pregnancy today in Frankford 
Hospital and one two days before. In both instances, the patient came in with 
moderate symptoms, suggestive of the acutely inflamed abdomen, rather than a 
debilitating hemorrhage. 

In my own experience, the diagnosis falls largely between ectopic pregnancy 
and an acute lesion of the abdomen. The most painstaking physical examination 
often fails to disclose the fact that a given case is one of ectopic pregnancy. In 
the differential diagnosis, one point only seems to make the diagnosis clear and 
that is the menstrual history which is so important that I regard it as the point 
par excellence to be brought out. The physical examination is usually not im- 
portant. In the two cases just mentioned we had never found the slightest sensi- 
tiveness in the cervix; yet both had extensive hemorrhage. 

Contrary to Dr, Polak, I think bold stimulation together with immediate surgery 
offers the best chance for recovery. It is my practice to operate on any woman 
in whom any one can detect a heart beat. So soon as the operating room is ready, 
the operation is done, and a vein is exposed for blood transfusion or infusion of 
salt solution or gelatine. A coffee and whisky enema is administered while prepar- 
ing the woman for operation, and we use the boldest sort of stimulation with 
strychnia, camphor and digitalis. This plan seems to offer the greatest hope of 
success. Following the suggestion of Simpson and others, I lost two cases while 
hoping for the reaction that did not come; and I fail to understand how any 
surgeon can appreciate when reaction is going to occur, if indeed, it oceurs at all. 
In support of my contention, Dr. John S. Parry, of Philadelphia, in 1879, when 
morphinization was practiced, found a mortality more than 80 per cent. 

DR. JOHN M. FISHER, Prinapetpiia.—I think that one of the most important 
points in the diagnosis of ectopic pregnancy is the history of the case. This con- 
sidered, not infrequently the diagnosis is made before the patient is seen. I am 
quite certain that every one of you who has had experience in this line will 
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admit that, every now and then, where an xbdomen has been opened disclosing an 
ectopic pregnancy previously diagnosed as appendicitis or some other intraabdominal 
condition, you have, upon reading the history mere carefully, been chagrined over 
having failed to come to a correct conclusion originally. I have had this experi- 
ence, As Dr. Schumann has well said, the basis of interpretation of an ectopic 
pregnancy lies more in the history than in the physical examination; and from 
personal observation, [I have learned that making a bimanual examination in an 
unsuspected case of ectopic pregnancy, unsuspected because the history is neglected, 
not infrequently results in rupture of the gestation sac, with disastrous consequences, 

In this connection, I desire to call your attention to three cases in hospita! 
practice recently. In one, the resident, after taking a complete history, became 
suspicious of the existence of an ectopie; but the chief, who was in too much of 
a hurry to consider the full details, after making a physical examination, pro- 
nounced it a case of appendicitis. A day or two subsequently, the woman was taken 
with sudden pain and all the evidences of intraabdominal hemorrhage. At oper 
tion, the resident’s suspicious were confirmed. The other two cases were likewise 
diagnosed by hospital residents, based upon the histories taken. In the one, the 
chief came to the conelusion that the woman had a pelvie abscess. A posterior 
Vaginal incision was made to evacuate the accumulation of pus, but it happened 
to be a ruptured ectopic. The history in the other case also pointed to ectopic 
pregnancy; and here another chicf made a diagnosis of inflammatory disease, 
basing his opinion upon the physical signs only, but finding that he was mistaken 
on section, 

One thing to which Dr. Polak did not call attention is very important, and that 
is the difference between the transitory pallor of ordinary faintness and the per- 
sistent pallor that attends an internal hemorrhage. A woman faints and, for the 
time being, presents many symptoms simulating in varying degrees those occurring 
in connection with an internal hemorrhage. But they are comparatively short in 
duration. Presently the patient recovers, with a full, slow pulse, with the return 
of color to her lips and face; while in a ruptured ectopic with toxic symptoms, the 
pulse is rapid and thready, and the pallor is profound. Although a partial re- 
action may take place, the pulse fails to regain its former quality and remains 
rapid for hours, or possibly days, subsequently; and, over and above all, the 
pallor persists. 

With reference to operation in these cases, | myself have always followed the 
plan of operating immediately, even in the tragic stage. L remove the ruptured 
tube, and the ovary in connection with it; and then, as Dr, Hirst has suggested, 
fill the abdomen with salt solution, also introducing a quart into the rectum, and 
sometimes opening a vein and putting salt solution into it, combined with twenty 
or thirty drops of adrenalin. 

Kindly permit me to repeat that the one thing above all else that IT desire to 
emphasize is the importance of taking a full and complete history in every gyne- 
cologic case, because one never knows when one may come in contact with an 
ectopic pregnancy that may be ruptured by an ill-advised physical examination ; 
and in an old ectopic, in which a rupture has occurred some weeks previously, a 


diagnosis cannot be made without a carefully considered preceding history. 


DR. E. E. MONTGOMERY, PHILADELPHIA.—I have found myself, for the greater 
part, heartily in accord with Dr. Polak. With regard, however, to the operative 
procedure, even in these tragie cases, it has been my plan, where the conditions 
were favorable, to do the operation immediately. In these cases we meet, where the 
patient is seen in her home following the accident, where conditions are unfavor- 
able for immediate operation, the better plan of procedure is to give the patient 
the benefit of absolute rest under morphine until she can be transported to a 
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hospital, where better opportunity will be afforded for operative procedure, In 
the hospital, however, it has been my custom not to wait; and I can relate a 
couple of instances which seem to me to illustrate the importance of this. 

One of these was the case of a woman who was brought to the hospital while 
I was operating. The interne came in and told me about it, and he was told to 
go back to the patient, and I would come as soon as I had completed the opera- 
tion. I went into the room where he was, and found him practicing artificial 
respiration on the patient, who was practically dead. You could not feel a pulse, 
or hear a heart sound; but there was an effort at respiration. I introduced the 
nozzle of an oxygen tank into her nostril, opened a vein, and proceeded to intra- 
venous injection of salt solution. The patient began a little deeper respiration, 
We had her taken at once into the operating room, opened the abdomen, and by the 
time the operation was completed, she was breathing naturally, and she recovered. 

In these cases, the only hope is that the stage of depression may be so great 
that the blood forms a clot in the ruptured vessel and, in that way, controls the 
bleeding; but we haye no security that the increasing arterial tension resulting 
from reaction will not drive out the clot and cause a recurrence of the bleeding. 
So it seems wisest to secure the bleeding vessel and take care of the patient sub- 
sequently. 

Only three weeks ago, L was called to the hospital on Sunday night to a woman 
who had had an evident tubal abortion; and in this patient the occurrence had 
taken place very suddenly, and a = frightful hemorrhage followed. This patient 
was subjected to the same procedure as in the other case I have mentioned, and 
three weeks afterwards she went home, looking as if she had never had such an 
experience, One cannot but be reminded of the attitude of Meigs, who so graphically 
described an ectopic-gestation rupture in a beautiful young woman, and tells how 
the patient died and the autopsy disclosed the hemorrhage that had taken place, 
and says. ‘Where is the surgeon who would have the courage to open the 
abdomen in such a case and secure the bleeding vessel?’’ In other words, such a 
patient, in his time, was believed to be doomed. It was only the blocking of the 
vessels by clots that gave any hope. 


DR, SARAH H. LOCKREY, PHILApELPIUA.—I think my experience coincides with 
Dr. Hirst’s and Dr. Montgomery’s. My method of procedure is to operate at 
once, especially in tragic cases. Shortly after entering practice, I was summoned 
hastily, and found a patient of mine dead, sitting up in the chair. She had been 
out walking and pushing a baby carriage. When she came home, she went to the 
toilet, told her mother she was dying, and died immediately afterwards from 
extrauterine rupture, 

At another time, I was summoned to a neighbor, and made a diagnosis of extra- 
uterine pregnancy. The patient refused operation, and in two hours was dead. 
These two cases made such an impression on me that I have never hesitated to 
operate at once in this condition, This year, in my hospital service, I have not 
had my usual run of extrauterine cases. In place of these, we have had unilateral 
pus tubes; and I wonder whether any ene else has had that experience this year. 
Usually, when IT go on service, I call the internes together and tell them about 
the symptoms of this condition, and impress upon them the importance of the 
history in making the diagnosis. If I do that, I have extranterine cases; and if 
not, I do not have them. That proves that the histories of the cases are more 
important than the physical examination, We often say that we make the diagnosis 
by telephone. 

We find tenderness in the cervix sometimes, but not always. I rely upon 
the history, and not upon the physical examination, The diagnosis means opera- 
tion, and as speedily as possible. 
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DR. CHARLES P. NOBLE, PHILADELPHIA.—So far as the various points raised 
are concerned, I agree with most that Dr, Polak has said. I was interested in the 
number of intraligamentous ruptures that he has had. I have never had a rupture 
into the broad ligament in my experience. 

One point emphasized by Dr, Polak, and that has been emphasized by most of 
the speakers, that the case history is most important in making the diagnosis, I 
heartily agree with. A carefully elicited history is most decisive in making the 
diagnosis, and this is especially true in the more doubtful cases, 

I was interested in learning that Dr, Polak had differentiated the very con- 
siderable group in which there was arrested development, not only constitutional, 
but also in the sex organs. That interests me, as it is in accord with my teaching 
for years. My impression is, however, that in no other considerable presentation 
of cases has there been so large a number assigned to maldevelopment or, as I have 
designated it, constitutional hypoplasia, 

So far as the results are concerned, by his method of management of the 
tragie cases, I doubt very much whether those who do not ‘agree with him have 
had any better results, especially when it is recalled that the list ineludes his 
early cases. I believe that he is to be congratulated on the fact that reaction 
did take place in his patients. My own regrets have been for postponing opera- 
tion and not for resorting to it early. it is my judgment that the greatest 
safety of the patient who is bleeding from ectopic pregnancy, provided that she 
is in a hospital, is in immediate operation, ‘‘immediately getting in, and im- 
mediately getting out.’’ The least done in the way of technical nicety and _peri- 
toneal toilet, the greater is the chance for recovery. 


DR. COLIN FOULKROD, PrtLapeLpHt1,.—May I ask Dr. Polak whether he lays 
much stress, in the diagnosis of extrauterine pregnancy, upon the examination 
of the discharges of the patient for the presence of syncytial cells? 


DR. RICHARD C, NORRIS, PimaApELPHIA.—More often, in our routine work, we 
have found something else, when we have thought that we had to deal with 
extrauterine pregnancy, than the opposite; that is to say, the diagnosis is generally 
made, or is suspected, time and time again, in most cases of nontragie character. 

As to the question of immediate operation, every one has had these tragie 
experiences. 1 have learned that in grave postpartum hemorrhage, injections 
of salt solution into the bowel are useless; because absorption fails to occur. 
For the same reason, pouring salt solution into the abdominal cavity of patients 
exsanguinated from ruptured ectopic cannot be relied upon. If it is to accomplish 
what we wish, the salt solution must be put into the vein. We have all seen 
intravenous injection of salt solution temporarily help the patient, so that the 
operation can be done while preparations are made for subsequent blood trans- 
fusion. I can reeall two tragie cases which received intravenous salt solution 
while in the ambulance on the way to the hospital, thus saving, I believe, the 
patients’ lives. 

The other phase of ectopic pregnancy, which I am sorry Dr. Polak did not 
consider, in order to make the picture complete, consists of the advanced eases. 
[I wish he had discussed the technic of dealing with these advanced cases and 
told us what, in his opinion, should be done with the placenta. He did not 
refer to that. It is a most important part of this subject. The trend of modern 
surgery is to do a complete operation, removing the placenta with its attach- 
ments, and using every effort to control the bleeding by preliminary ligation 
of important arterial supply, including even the internal iliae artery. In his 
closing remarks, I wish Dr. Polak would discuss that question. 
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DR. W. WAYNE BABCOCK, PHILADELPHIA.—I was very much impressed, as I 
heard Dr. Polak’s description of, his method of treating ectopic pregnancy, with the 
thought that he was following an almost forgotten rule of our surgical forebears. 
This ancient precept guided surgeons in the treatment of secondary hemorrhage, 
and was to the effect that ‘‘with the first hemorrhage, one may wait; but with 
the second, one must intervene.’’ That is still a good rule in gynecology as well 
as in general surgery. Lives continue to be lost from recurrent hemorrhage be- 
cause this rule has been forgotten or is unappreciated. Personally, I have had 
the tragic confirmation of experience in postoperative hemorrhages. We know that 
with initial hemorrhage, a large amount of blood may be lest without causing death; 
but when the bleeding recurs, the loss of but six to twelve ounces of blood may be 
sufficient to end the patient’s life. Recent experimentation has also proved how 
the first hemorrhage sensitizes the animal to shock from recurrent bleedings. So 
Dr. Polak follows a good old rule of general surgery, and it may be that some of 
the patients who die so suddenly from tubal hemorrhage have bled before and thus 
have been sensitized to the recurrent hemorrhage. 

Personally fearing to delay and impressed with the danger of operating by the 
abdominal route upon patients in the tragic stage of extrauterine pregnancy, for 
some years I have used a simple vaginal operation in these cases. The culdesac 
is punctured by scissors, the opening freely enlarged with the fingers, the gush 
of blood disregarded, the enlarged tube located by the fingers and swept or pulled 
down into the vagina, a clamp or ligature applied, a strip of drainage gauze 
loosely introduced into the pelvis and the patient returned to bed. Even with 
an interstitial pregnancy, the cornu may be clamped. If the patient’s condition 
warrants the additional delay, I ligate; but if not, I leave the clamp on for 48 
hours. The operation may even be done on the edge of the patient’s bed. It 
is quick and without the shock of the abdominal operation, and has not failed to 
control hemorrhage in about thirty cases in which I have employed it. Of course 
we do not wash out the peritoneal cavity, but simply let the blood drain out 
spontaneously after the operation, Our only fatality occurred over two weeks after 
the operation from pulmonary embolism, 

Dr. Polak’s results show how successful properly supervised delay in operation 
may be; but for those of us who fear to wait, this method of vaginal section 
offers a simple and quick way to immediately and permanently stop the hemor- 
rhage and to eradicate the disease with the least shock to the patient. 


DR. POLAK, (closing).—I have subsequently operated on quite a number of 
women who have had eetopies which were not operated; and we have found, when 
the abdomen was opened, that these old ectopics had taken care of themselves, 

Very recently, in the case of one woman, I made the diagnosis of a tubal 
pregnancy in the early summer, and asked the patient to come into the hospital 
for observation. I then lost track of her until she came back this fall with a 
condition that was not related to the pelvis, diagnosed as appendicitis. We opened 
the abdomen and found the appendix; and there was the ectopic, a tubal abortion 
in the isthmie portion of the tube. 

I will consider in sequence the points which have been brought up. 

First, in regard to the sensitiveness of the cervix: this was noted in the histories 
of all of our eases. I find, personally, that the sensitiveness of the cervix is far 
more marked in those chronic ectopics, if we can call them such, where a tubal 
abortion has occurred or is taking place, where the blood gravitates into the 
culdesac, and where there is the definite peritoneal reaction. These are the cases 
in which the most marked sensitiveness is found. In eases with a large accumula- 
tion of blood, this sensitiveness is not nearly so marked, That is probably due to 
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the fact that in these ruptures there is not the slow gravitation of blood and reaction 
that there is in the tubal abortion, or the slow rupture, 

The point I made that seems to have been misunderstood, and is always mis- 
understood in discussion, is that concerning delay in operating. I do not think that 
there is really any difference between our attitude towards operation, when we 
boil it down. We are all agreed that in the nontragie cases we operate at our 
convenience. In the tragic case we operate on reaction, IT am not convinced that 
I am not right in this, even after the discussion of Dr. Hirst. I believe that a 
woman who is going to die from the first rupture is going to die before we can do 
any surgery. I do not believe that these patients die from their first rupture; 
I believe that they react. That is the first point. The second is that some are 
brought in in such a had condition that I do not think that to resort to surgery 
is a good plan until reaction has occurred. If one morphinizes these cases and 
waits a few hours, one will find that one of two things happens: As soon as the 
patient gets under the influence of the morphia, she begins to react; and if she 
does, she is a better operable risk. On the other hand, if the patient is going 
down, I would not stand by and let her die while I am holding her pulse. I 
think that would be the worst kind of surgery. But I have never seen but one of 
these cases, and that patient died before I could get her to the operating room; 
and she was not in the hospital more than one hour under observation, Every 
one of the other cases, so far reacted, that the systolic pressure which was as 
low as 60, rose to 100. As reaction takes place, we try to get in and get out as 
fast as we possibly can. 

In regard to leaving fluid in the rectum and abdomen, I do not believe that 
the fluid is taken up from either the rectum or the peritoneum if the patient has 
a poor cardiac action. At least, I have never seen it taken up if the patient 
had not a fair heart action. 

Dr. Hirst brought out the point that if we give saline, we get a transitory re- 
action; but this does not hold them. For years, I have watched the cases of one 
man who promptly uses saline; and [ have seen them come out of the operating 
room with a wonderful pulse, and then die in a few hours, of pulmonary edema. 
If we need any, we need a very small quantity of saline directly into the vein; 
and it should be supplemented by gelatin—or, better, by blood. In our hospital, 
we have orderlies who are donors, who sell blood and get ten dollars for one hun- 
dred cubie centimeters of it. Consequently, they are always willing to give some 
of their blood. If we have a universal donor, we find that he is a very handy 
person to have around. It takes very little blood to change the picture. It is 
not the quantity, but the stimulation caused by it when it is thrown in, 

In regard to removing the other tube, that point, which was brought out by Dr. 
Hirst, is very interesting to me; because, you will remember, there were seven 
eases of repeated ectopics in the series. They were all in this particular class of cases 
which I have tried to bring out, They had long, tortuous tubes and an infantile 
uterus—the uterus that is subsequently the fibroid uterus, which the infantile 
uterus frequently becomes, if the patient lives long enough. So I believe that there 
is something in that. On the other hand, [ should not think of removing -the other 
tube in the class of cases in which the woman has repeated pregnancies. That 
woman has an ectopic only incidentally. But in the cases of congenital anomaly 
and those preceded by a chronic pelvic inflammation, I think that Smith is not so 
far wrong; because I believe that the ectopic pregnancy in them is only an effort 
on the part of nature to produce a pregnancy in a partially recovered tube. 

With regard to decidual curettage, a large number of cases come in with 
anomalous bleeding; and to make the differential diagnosis between extrauterine 
and intrauterine pregnancy, curettage with examination of the removed tissue 
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is necessary. It will show the presence or absence of decidual tissue; and this 
helps in the diagnosis. It is the only way in which we can find out whether the 
pregnancy was uterine or extrauterine—by the presence or absence of decidual 
cells, 

We have had three abdominal pregnancies. One of these was reported by my 
associate, Dr. Beck, before the American Medical Association; and he added 250 
cases that he had found in the literature, and drew certain definite conclusions. 
These three cases were treated differently: one by delivery of the fetus, leaving the 
placenta in situ and packing the sac. This woman took four months to pass the 
placenta, and was septic all that time. In the case that Dr. Beck reported, we 
removed the placenta and had a torrential hemorrhage, and only by leaving two 
clamps on the vessels could we get away with the proposition. In the third case, 
the placenta was attached to the tube by a pedicle, and this was ligated. If the 
placenta is low, lying on the uterus or attached to the uterus, I would not remove 
it; but if pedunculated, it is better to remove it. In Dr. Beck’s experimental 
dog, the animal was able to digest the placenta absolutely; and certainly, if these 
patients can digest an ectopic, they should be able to digest a placenta when left 
in situ. In the next case, if we find the placenta adherent, we intend to close the 
abdomen without drainage and let it alone. 
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Occipitoposterior Presentations 


By Ranpauu Titues, M.D., St. Louis, Mo. 


N a recent article on occipitoposterior presentation De Lee’ states: ‘‘I 
feel sure that more children die as a result of improperly managed 

occiput posterior positions, than are saved by cesarean section per- 
formed as it is today on most flimsy indications.”’ 

Text books, generally, state that oecipitoposterior positions in the 
majority of cases terminate spontaneously, vet very many of the cases 
of occipitoposterior presentations, that persist as such, require the 
assistance of art, and become of considerable importance. 

In this type of case we have one explanation for the high infantile 
mortality during birth, the injuries to the maternal soft parts, with 
or without infection, and the inevitable permanent invalidism of the 
mother. 

It is the opinion of the writer, after thorough review of recent lit- 
erature on this important subject, that many calamities may be avoided 
by the early diagnosis of this condition. 

Many of the serious difficulties are preventable, if the position is 
discovered early enough and proper management instituted. 

Edgar? in his text book (1907) states that in 2200 labors, oceipito- 
posterior positions occurred in 89 cases, or 4.04 per cent; 51 per cent 
of these occurred in primiparae, 37 per cent in multiparae, 11 per cent 
in patients of unknown parity. 

Cragin® mentions the fact that at Johns Hopkins Hospital out of a 
total of 1687 cases the anomaly was seen in 16, in 8 per cent at the 
beginning of labor. 

In 500 cases of Pinard the abnormal presentation is recorded in 49.8 
per cent, or nearly one-half of the cases. 

Dubois found occipitoposterior positions in 26.25 per cent or a lit- 
tle over one-fourth of his series. 

In the Sloane Maternity, in 2000 cases observed during the first stage 
of labor, a posterior rotation was recorded in 11.05 per cent. 

Williams estimates the actual percentage at about 22 per cent, while 
Shears thinks that the right occipitoposterior position alone is present in 
50 per cent of cases. Further statisties need not be quoted, as it ean 
be seen that such figures range from 4.04 per cent to 49.8 per cent. 
This discrepancy undoubtedly is the result of a failure in some ¢lin- 
ics to diagnose the condition as early as in others, while estimated 
high percentages may be somewhat exaggerated. 

Peck® says that of all vertex presentations 17 per cent are really 
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occiput posterior, although many cases pass unrecognized because 
spontaneous rotation ultimately had taken place. At any rate, the 
lesson learned should be that no one ean practice obstetrics long with- 
out very frequently encountering this condition. De Lee? sums up 
the situation by saying, ‘‘In spite of all that has been said or written, 
it is the most frequently overlooked abnormal presentation.’’ 

The etiologic factors given in recent writings in general vary little 
from those mentioned in the older text books. It is agreed that, as a 
rule, when labor starts with a right oecipitoposterior or a left oecipito- 
posterior, the anterior rotation oceurs aud delivery terminates in right 
occeipitoanterior or left occipitoanterior presentation. Sutugin,’ a Russian 
author, believes that in the majority of cases the head enters the pelvis in 
the transverse diameter (agreed to by De Lee), and after the occiput has 
passed the inlet, it turns either to the front or to the back, most al- 
ways toward the pubis. When the occiput exceptionally turns toward 
the sacrum, or the head had entered the pelvis in the oblique diam- 
eter with the occiput toward back, then an oecipitoposterior position 
is the result. 

Since in the large majority of eases of occipitoposterior position 
earlier in labor, an anterior rotation finally ensues, a search into the 
causes of such persistence was made by De Lee,’ who found them as 
follows: 

(a) Flat pelvis in minor degrees: Occiput meets resistance first, 
and is foreed into deflexion. (b) Primary brachyeephalia: Two 
head levers being of same length, a flexion fails to oeeur. (¢) Pendu- 
lous abdomen: Convex back of fetus fits better into the posterior, 
arched wall of the uterus. (d) Large pelvis, small child: Natural 
mechanism of labor by balanced resistances becomes inoperative. (e) 
Prolapse of arm in front of occiput. (f) Anything that mechanically 
prevents anterior rotation of head, or that holds back the child’s trunk 
and thus keeps the back posterior, such as placenta, tumor of uterus, 
sears in wall, full reetum or bladder. (g) Exhaustion of powers before 
rotation is completed. (h) Viees of configuration of the bony pelvie 
cavity, such as in poorly developed spines of the isechia or a funnel 
pelvis. (7) Abnormal pelvie floor. It gives a wrong bend to the par- 
turient canal or is not a good gutter. 

De Lee adds: ‘‘Not all causes are known or understood.”’ 

A very short cord, in a case of oecipitoposterior position, handled by 
me, resulted in rupture of the cord at the umbilicus during the final 
expulsive efforts. I believe the anomaly of the cord in this instance 
accounted for the posterior rotation, all other conditions having been 
normal. 

Fowler? stresses the importance of the spinal ridge as a factor in 
the consideration of position. The spinal column pressing against the 
posterior wall of the uterus, in his opinion, causes an elevation of its 
central portion. The posterior portion of the uterine wall thus is 
divided into two definite fossae, a condition more pronounced in pa- 
tients with the male type of pelvis. In left posterior positions the 
child’s left side lies in the right fossa, the left shoulder resting against 
the spinal ridge. The ridge serves as an obstacle to its passing over 
to the left fossa, and thus prevents it from becoming a normal left 
anterior position. The more prominent the spinal ridge, the less 
likely will a position, once posterior, finally become anterior. Fowler 
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states: “‘it is my opinion that other etiologic factors are of minor 
clinical importance as compared with this.’’ 

Warnekros* has greatly advanced our understanding of the mechan- 
ism of labor by the use of the x-ray. He was able to procure exact pic- 
tures of the fetus within the uterus by means of very short exposures 
of 8 10 to 9/10 of a second. By preparing a series of pictures of the 
same patient in the course of pregnancy and during the actual process 
of labor, he demonstrated that in the absence of a mechanical dispro- 
portion between fetus and mother, the head is held ‘tin a comfortable 
middle flexion.’’ He further states that there is no forced or even 
typical attitude of the extremities, that their position depends solely 
on the available space, and that in head and breech presentations any 
deviation from such a natural attitude suggests an anomaly of some 
sort. What these anomalies in the individual case are, we hope, some 
day will be explained by such x-ray pictures. 

Becerro de Bengoa® explains that oecipitoposterior position is 
caused by a deflexion. This deflexion is due to the diminution of the 
sine of the angle formed by the uterine axis and the vertebral column, 
which is reduced when the uterus contracts while the woman is lying 
in a horizontal position. 

In deseribing the mechanism of flexion and engagement in vertex 
presentations, Macias'® mentions that in o¢cipitoposterior presenta- 
tions the conditions are different from those in anterior presentations. 
He brings out clearly the point that in these cases the occiput is 
detained at the level of the sacro-iliae synchondrosis and all the 
uterine force acts solely upon the anterior extremity of the head. As 
a result, the face descends. There is always a certain degree of ex- 
tension which may lead finally to a face presentation. Another con- 
dition, very often noticed in oce¢ipitoposterior positions, is the non- 
engagement of the head until the time of parturition. This, he claims, 
is due to the faet that the presenting diameter is an uncommonly 
large one, either the occipitofrontal or occipitonasal. The farther the 
chin descends, the larger are all of the diameters of the presenting 
part. Consequently the pelvic diameters become insufficient, and the 
head is detained at the level of the superior strait, in a position of 
slight extension, and unengaged. Sometimes the head appears to be 
engaged, but it is not in reality. It simply remains stationary at the 
superior straif without entering it. He further observes that the slow- 
ness of parturition in occipitoposterior cases is due to the absence of 
flexion. This well explains De Lee’s® statement, that persistent poste- 
rior positions rotate so slowly, and labor drags on so long, that both 
mother and child are harmed. The child suffers from cerebral com- 
pression and disturbances due to a mild chronie asphyxia, and may 
later succumb to cerebral hemorrhage or atelectasis pulmonum. The 
mother suffers from the exhaustion, infection, and unavoidable opera- 
tion. At this point one must realize that in oceipitoposterior posi- 
tions a prompt diagnosis is one of the most essential requirements. 

Broadhead" in an article on the treatment of occipitoposterior posi- 
tions asserts that the diagnosis of this anomalous position frequently is 
not made even by men who are skilled in diagnosis, and that the proper 
treatment, therefore, is not carried out. 

Quoting once more De Lee’: ‘“‘It is the one point most frequently 
overlooked and is responsible for thousands of infant deaths each year, 
and for many maternal deaths.’’ For this reason the writer consid- 
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ers it important to mention here briefly some of the usual findings in 
occipitoposterior presentation which help to arrive at an_ early 
diagnosis. 

Abdominal findings, previous to onset of labor: A distinet hollow 
above pubis; occiput too deep in flank to be felt; forehead often pro- 
jects over pubis; shoulder not in front as usual but 7 to 12 em. from 
midline, or far back in flank; heart tones heard further back to side; 
small parts on both sides; narrow, irregular, side palpable with absence 
of the rounded mass, usually formed by back of fetus, on either side of 
median line anteriorly. 

Vaginal or rectal findings: Head high, somewhat deflexed; large 
fontanel lower, nearer midaxis of pelvis and within better reach of 
examining finger; small fontanel to right or left behind transverse 
diameter. 

Findings during labor: <A long first stage; weak, irregular, ineffee- 
tive pains; slow effacement and dilatation; premature rupture of mem- 
branes; head remaining high above inlet. 

A probable diagnosis of posterior position of oeciput ean be made 
by a failure of labor to progress during the second stage, and its exist- 
ence substantiated by abdominal palpation. 

Peck® says, the most favorable time to diagnosticate the position is 
immediately after rupture of the bag of waters. 

Partridge’? states that he often found in ocecipitoposterior labors 
a ‘Shard head,’’ in advanced ossification with unyielding bones and 
a very small fontanel: such heads do not mold well. 

The author has noticed that in these cases one often is deceived in 
judging the size of the head. Only a small rounded segment of the 
skull is palpated to project more or less deeply through the inlet, thus 
conveying the impression of a very small head. Whenever this oe- 
curs, and labor seems slower than normal, suspicion should be strong 
enough to attempt a verification of the exact position. 

Discussing the course of labor in ocecipitoposterior presentations, 
De Lee* says that two varieties are distinguishable: The one, in which 
the head remains high, and will not engage; the other, in which the 
head enters the pelvis but with oeciput behind. 

The first group is rarer. Labor comes to a standstill, and oceasion- 
ally a brow presentation develops. 

In the second group the occiput descends in either the transverse or 
one of the oblique diameters, and comes to the second parallel plane of 
Hodge. From this point on, four terminations are possible: (1) With 
strong pains, the occiput sweeps forward through 135 degrees, and 
comes to lie under the pubis (the commonest form); (2) it comes for- 
ward more or less, usually to the transverse diameter and then stops 
(‘deep transverse arrest’’); (3) the head may descend transversely 
and may even be delivered in this presentation, the occiput rolling 
out under one of the descending rami; (4) the occiput may rotate back 
into the hollow of the sacrum (becoming an oecipitosacral position). 
Under such eonditions delivery terminates naturally in two ways: 
(a) With extreme flexion, the forehead stems behind the pubis and the 
occiput escapes over or through the torn perineum, with face behind 
pubis, or, (b) the head descends, deflexion occurs, forehead leads with 
brow when appearing at vulva. 

Fowler says that the slow engagement of the head in the course of 
an occipitoposterior labor is primarily due to the fact that the occipito- 
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frontal rather than the suboecipitobregmatic diameter enters the pel- 
vis first, which requires an additional 1/2 inch of room. He also 
noticed that false pains set in early, probably from 3 to 4 weeks be- 
fore the estimated time of delivery. This he attributes to an over- 
distention of uterus and abdominal walls as the result of the delaved 
engagement of the head. The writer has failed to make similar obser- 
vations and considers the explanation offered by Fowler inadequate. 

Fowler further ascribes a delay in the start of labor to the failure 
of engagement of the head, with resulting lack of pressure on the sym- 
pathetic plexus in the whole pelvie region, 

In discussing the course of o¢cipitoposterior labors, Mosher’ men- 
tious that it is estimated that vertex presentations oceur in 96 per 
cent of all labors, the head entering the pelvis with the occiput pos- 
terior in 30 to 385 per cent of the cases. 

Broadhead’! makes the statement that the majority of posterior 
positions are eventually converted into normal anterior positions, 
since with normal pelvie conditions and strong pains, the head will flex 
and a firm pelvie floor will rotate the occiput to the front so that 
spontaneous delivery will be the final outeome. 

Treatment of this abnormal condition varies greatly with different 
authors. However, all the different technics or manipulations attempt 
to accomplish the same end result, proper flexion and engagement of 
the head. 

De Lee’ considers his own method of procedure from two points: 
(@) when head is engaged and (b) when head is in or above the inlet. 

In the second group with the head high and floating, no interference 
is necessary, but watehful expectaney is the proper course to pursue. 
Ile recommends, whenever possible, prevention of an early rupture of 
the membranes. The patient is kept lying on the side to which the 
occiput points. This is supposed to favor flexion, engagement and 
rotation. Morphine and scopolamine are given to prevent exhaustion, 
and dilatation of cervix assisted by colpeurynter if necessary. He 
then waits from 1 to 2 hours after full dilatation to see whether the 
head will engage. If it does not, he ruptures the membranes. If the 
head still fails to engage, he advocates either version, or manual eor- 
rection of the malpresentation. Manual correction is accomplished 
under full anesthesia, with one hand in the uterus. The head is pushed 
upward, the posterior shoulder sought and swung around to the front, 
past the promontory of the sacrum. The outside hand forces the 
head down by pressure on the oeciput which now is felt above the 
pubis. It proves advantageous, in his opinion, at times to draw the 
head down deep into the pelvis with the forceps, to wait for 4+ to 6 
labor pains, then to remove the foreeps, and either to leave the rest to 
nature or to act later in conformity to other indieations. Subsequent 
to this procedure even a suprasymphyseal, low cervical cesarean sec- 
tion can be done if aseptic precautions had been followed. He warns 
against the use of foreeps when the head is high, and adds that after 
the head is engaged the case becomes gratifyingly Attention 
may be called here to the advantage of fixing the head, after rotation 
has been accomplished by external or internal manipulations, by grasp- 
ing the sealp with a double vulsellum until the forceps are applied. 

Lackie't is of the opinion, that when necessary, a full anesthesia 
should be given to complete the dilatation of the os manually. After 
rupture of the membranes a shoulder is reached, and the whole child 
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rotated, pushing thus the vertex into a right or left oecipitoanterior 
position. Delivery is then completed by forceps, after a short time had 
been allowed for molding of the head. 

Partridge’ in discussing manual correction advises an over rotation 
of the head. In ease of a right posterior position, the oeciput must be 
passed beyond the promontory of the sacrum and converted into a 
left anterior position. In case of a left posterior, it must be changed 
into a right anterior. He feels that if this is not done, the head is 
liable to slip baek into its original malposition during the application 
of the foreeps. 

Lackie™ offers the following advice: When the abnormal position is 
not diagnosed until the second stage, after the amniotie fluid has es- 
ecaped, and when the head is more or less firmly fixed at the brim or in 
the pelvie cavity, the head should be pushed baek and the child 
rotated in accord with the procedure described before for the float- 
ing head. In eases in which the shoulders cannot be rotated, and 
it is difficult to keep the head in an anterior position, he attempts to 
fix the head with the right hand, while forceps are applied with the 
left. If this manipulation fails, Lackie feels that rotation still ean be 
accomplished safely by means of the forceps, applied in the usual man- 
ner, but whenever this procedure is used during the attempt of rota- 
tion no traction should be made. Bill,’’ on the other hand, advocates 
the routine use of the forceps for the purpose. He states that by this 
most satisfactory procedure, he ‘‘converted very difficult cases into 
comparatively easy ones.’’? Of the 249 patients in whom he rotated 
the head with the foreeps, 149 were I para; 77, II para; 17, IIT para 
and 6, IV para. In 170 eases the occiput was right posterior; in 79 
cases, left posterior. 

Summarizing the literature considered in this review, the writer 
concludes that the problem of the proper management of the oeecipito- 
posterior labor hinges entirely on the question of the early correct 
diagnosis. If labor progresses satisfactorily in spite of the reeog- 
nized malpresentation, if the condition of both mother and fetus con- 
tinue normal, noninterferenee is the treatment of choice. In the major- 
itv of instanees such watchful expectaney will be rewarded with a 
spontaneous delivery after the occiput finally has rotated into nor- 
mal anterior presentation. If labor fails to progress normally, the 
knowledge of the underlying cause will enable the attendant to insti- 
tute proper treatment at an early moment. What particular form of 
treatment, whether postural or manual correction, forceps or version 
is indicated, will be determined in the individual ease by the conditions 
presenting themselves at the time when interference seems necessary. 
Failure to diagnose the abnormal rotation is likely to prove harmful 
both to the mother and to the child. 

REFERENCES 


(1) Am, Jour. Obst., 1917, Ixxvi, 21. (2) Edgar: Practice of Obstetrics, ed. 3. 
(3) Cragin: Praetice of Obstetrics, 1916, p. 275. (4) Bulletin of St. Anthonys 
Hospital, November, 1920, Vol. T, p. 18. (5) Jour, Am, Med, Assn., 1920, Ixxv, 
145. (6) Am. Jour, Obst., 1917, Ixxv, 465. (7) Principles and Practice of 
Olstetrics, 1912. (8) Abstract in Am, Jour, Obst. and Gynee., 1920, 1, 318, (9) 
Alistract in Surg., Gynee. and Obst., 1920, xxx, 306. (10) Abstract in Surg., 
Gynec, and Obst., 1920, xxx, 306. (11) New York Med, Jour., 1916, eiii, 632. 
(12) Rhode Island Med. Jour., iii, 93. (13) Interstate Med, Jour. 1913, 
xx, 1058. (14) Edinburgh Med. Jour., 1910, N.S., xxiv, 168, (15) Internat. 
Abst., 1919, xxviii, 338. 


340 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Selected Abstracts 


Tuberculosis of the Female Genitalia 


Cullen: Tuberculous Ulcer of Anterior Vaginal Wall. Surgery, ( 
ecology and Obstetrics, 1921, xxxiii, 76. 


- 

‘ 


Cullen reports the case of a married woman of thirty-seven who had a 
primary tuberculous focus in her lung. Her abdomen was opened on 
account of ascites, showing involvement of the cecum. On the anterior 
vaginal wall was an ulcer 4 x 6 em. in size; microscopic examination of a 
section of this ulcer showed the typical picture of active tuberculosis. Ra- 
dium and x-ray application having proved unsuccessful, the ulcer was 
finally excised. Though the wound healed promptly, the ulcer re- 
curred. There was no evidence of urogenital tuberculosis in the 


husband. R. E. Wosvus. 


Greenberg: A Clinical Study of Tuberculous Salpingitis, Based Upon 
200 Cases. Bulletin of Johns Hopkins Hospital, 1921, xxxii, 52. 


Greenberg presents a clinical study of 200 cases of tuberculous sal- 
pingitis which showed definitely upon microscopic examination that 
tuberculosis was present. A family history of tuberculosis was re- 
ported in 22.5 per cent, while in an additional 2.5 per cent the consort 
had active pulmonary tuberculosis. About one-fourth of the patients 
had pulmonary tuberculosis. The correct diagnosis before operation 
was made in only 15 per cent of the cases and in more than half of these 
the diagnosis was aided by the presence of ascites. Tuberculosis of the 
pelvic organs was found associated with tubal tuberculosis as follows: 
Uterus 72.6 per cent; ovaries 33.1 per cent; cervix 3.5 per cent; vagina 
0.5 per cent; both tubes in 99 per cent. The peritoneum was involved in 
68 per cent and the appendix in 3 per cent of the cases. Myomats 
uteri were associated with the tuberculosis process in 17 per cent, and 
in only 2 per cent was the urinary tract involved. The prognosis is 
grave in the presence of tuberculosis elsewhere in the body, where 
fever exists, and where the peritoneum is involved. C. O. MALANnp. 


Rudeloff: Diagnosis of Genital Tuberculosis in the Female. Zentral- 
blatt fiir Gynikologie, 1921, xlv, 854. 


The author’s case well illustrates the extreme difficulty of diagno- 
sis in some cases, a point quite recently emphasized by Kundrat 
(Archiv fiir Gynikologie, 1921, exiv). 

The patient, thirty-eight years old, on admission gave a history of 
vaginal discharge, menorrhagia, ete. By means of a spoon a portion 
of the necrotic cervix is removed. Microscopic findings clearly sup- 
port the clinieal diagnosis of cervical carcinoma. The cervix is then 
thoroughly excochleated, cauterized, followed by radiation with 
mesothorium. <A short time later a radical Wertheim operation is 
made. The tissue obtained by the excochleation in certain microscopic 
fields suggested tuberculosis, but search for bacilli failed. Thorough 
study of the extirpated uterus finally established definitely the diagno- 
sis of tuberculosis. Cases of a combined carcinoma and tuberculosis 
of the uterus have been reported (e.g.. by Wallart, Zeitschrift fiir 
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Geburtshilfe und Gynikologie, vol. 1) but in this case undoubtedly a 
tuberculosis at first had been incorrectly diagnosed carcinoma. 
H. EXRENFEST. 


Lamprianides: Uterine Tuberculosis. Schweizerische Rundschau fiir 
Medizin, 1921, xxi, 121. 


The tubal form of genital tuberculosis is the most frequent. In 607 
cases reviewed by the writer 85.5 per cent showed tubal, 46 per cent 
uterine, 14 per cent ovarian, and 5.6 per cent vaginal affections. The 
author believes that the infection is blood borne in the majority of 
eases and that the lymph stream and genital contact play a much less 
important réle. He classifies the pathology of uterine tuberculosis as 
follows: 1. Miliary; 2. Caseous; 3. Uleerating; 4. Fibrous or intersti- 
tial; 5. Caleareous, and 6. Hypertrophic or vegetating. 

The diagnosis is rather diffieult. Signs of general tuberculosis, the 
presence of the bacillus in the discharge, and the absence of other 
probable types of infection aid materially. Amenorrhea is present ip 
one-fifth of the eases. In treatment one should employ all the general 
measures commonly used in pulmonary tuberculosis. The author ree- 
ommends heliotherapy very highly. Cauterization, chemical or with 
hot iron, is very useful where the disease is limited to the cervix. 
Curettage of the endometrium may suffice. More radical procedures 
should be undertaken only when indicated. In general, the treatment 
must be adapted to the needs of the particular ease. L. A. CALKINS. 


Lenormant and Moulonguet: Contribution to the Study of Tubercu- 
losis of the Uterine Adnexa. (Gynécologie et Obstétrique, 1920, ii, 
396. 


This study is based on personal observation of 16 cases. In 15 of 
the 16 cases the tubes were the principal structures involved, with or 
without ovarian involvement. Tuberculosis of the internal genitalia 
is rarely primary. Though ascending infection is theoretically admis- 
sible, clinically it has never been demonstrated. It is usually an infec- 
tion carried by the blood stream from a primary focus elsewhere. 

A miecroseopie study of all cases of inflammation of the adnexa will 
bring the incidence as high as 10 per cent. It is a lesion of young 
women, though hardly ever appearing before puberty. It is seldom 
found in women who have been pregnant. Tuberculosis of the adnexa 
manifests itself in three main forms: (1) Miliary tubercles covering 
the peritoneum associated with ascites; (2) caseous infiltration with 
pelvie peritonitis; and (3) a suppurative form filling the tubes with- 
out involvement of the neighboring peritoneum, designated by Alber- 
tin as cold abseess of the tubes. 

In tuberculous peritonitis with ascites in young women, tuberculosis 
of the genitalia is the most frequent souree. By rectal and vaginal 
examination one should look for well marked, tender masses at the 
sides of the uterus. Whatever the form, menstrual disorders and ste- 
rility occupy a permanent place of diagnostic significance. The infan- 
tile tvpe of uterus, small with long pointed cervix, is usually present. 

In doubtful cases of inflammation of the adnexa, menstrual disor- 
ders, especially amenorrhea, sterility, and infantile uterus throw the 
balanee in favor of the diagnosis of tuberculosis. 
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The extirpation of all the diseased genitalia is necessary. This 
involves in most eases a panhysterectomy. The vaginal route offers 
only inconvenience and dangers. The abdominal route should be 
followed. 

The immediate prognosis is not worse than in hysterectomy in com- 
mon salpingitis. However, the convalescence is more subject to compli- 
eation of fistulae and abscess formation. The end results are gener- 
ally good and cures are lasting. In 80 eases followed by Olivier, 72 
are in perfect health, i.e., 90 per cent. Among those cases operated 
upon by Hartmann, Bergeret and Remilly, 10 have been followed, 3 
died of tuberculosis and 7 have remained completely cured. 

In the author’s cases only tentative conclusions can be drawn as 8 
have been operated upon since the war. Of the 8 eases operated upon 
before 1914, one died immediately following operation, 4+ have been 
lost track of, one seen at the end of 9 months was in excellent health, 
and the remaining two were apparently completely cured and have 
remained in perfect health for 7 years. R. T. LaVaKe. 


Mouchotte: The Diagnosis and Treatment of Adnexal Tuberculosis. 
Revue Francaise de Gynécologie et d’Obstétrique, 1920, xv, 397. 


A woman, age twenty-five, complained of severe and recurrent at- 
tacks of pain in the right lower quadrant for the past four years. Her 
family and personal histories were entirely negative as regards tuber- 
culosis, neither were evidences of the disease found on physical exam- 
ination. Pelvie examination revealed a mass the size of a small apple 
in the right lateral cul-de-sac. Diagnosis: small eyst of the right 
ovary. 

At operation the author found that the mass on the right side was a 
tuberculous pyosalpinx. The uterus and left ovary were normal. The 
left tube was somewhat adherent, larger than normal, dilated in the 
ampullary region and the fimbriated end was closed. No other evi- 
deneces of the disease were observed in the abdominal cavity. Owing to 
the patient’s age, negative history, recent marriage, and because 
proper medical treatment could be employed, the author decided to 
remove the right tube and ovary only instead of resorting to a more 
‘adical bilateral salpingo-oophoreectomy with hysterectomy. The pa- 
tient made an uneventful recovery. The usual hygienie and dietary 
treatment for tuberculosis was employed together with exposure of the 
abdomen to air and sunlight. The patient improved rapidly. Three 
normal menstrual periods have occurred since the operation. 

As to the diagnosis of adnexal tuberculosis the author believes that, 
in the absence of a suggestive history and evidences of the disease else- 
where in the body, the diagnosis can be made only by exclusion, and, 
in such a case as he reports, even this is impossible. 

After a review of the literature the author agrees with the reeent 
trend towards conservatism in the treatment of the disease. With a 
favorable history, where it is evident that the disease is primary in the 
adnexe and not a hematogenous infection from demonstrable foci 
elsewhere, and where the social condition of the patient is such that 
adequate medical treatment ean be employed, he feels justified in 
leaving in situ an affected tube and ovary if the process is limited. 
[f the lumen of the tube is patent, pregnaney may oecur. 

JoHn W. Harris. 
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Driessen: Genital Tuberculosis in Women. Nederlandsche Tijdschrift 
voor Geneeskunde, 1920, ii, 1652. 


In investigating the final outcome of cases of adnexal tuberculosis, 
Driessen finds that in the afebrile cases the patients were alive and in 
splendid health up to ten years after treatment, which was not neces- 
sarily surgical. The patients with fever and night sweats, however, 
usually succumbed earlier. 

Driessen places great hope in the development of the use of the 
roentgen and violet rays for these cases. R. E. Wopsus. 


Stephan: Special Indications for Roentgen Treatment in Peritoneal 
and Genital Tuberculosis. Monatsschrift fiir Geburtshilfe und Gyn- 
tikologie, 1921, liv, 314. 


Stephan discusses the treatment of tuberculous lesions of the perito- 
neum and internal genitalia and outlines the general principles of such 
procedures at present in use in the Clinic at Greifswald. 

The clinic does not advocate x-rays in all cases to the exclusion of 
radical operation and never attempts to employ the latter when an 
exploratory laparotomy reveals dense adhesions between the loops of 
intestines and the internal genital organs. Each case must be individu- 
alized and treated accordingly. 

When there is a typieal, dry, adhesive tuberculous peritonitis with 
the intestines matted together but without ascites, the x-ray is used 
exclusively ; it is immaterial whether or not there is an accompanying 
infection of the genital organs. Moreover, this treatment is employed 
in all patients who refuse operation, and in all others who exhibit 
general cachexia or other primary manifestations which contraindicate 
operation. 

In the miliary form of tuberculous peritonitis with ascites, the ab- 
domen is opened so that the diagnosis may be established by inspection 
and by the examination of some of the excised tissues. The fluid is 
drained off at the same time and the condition of the internal genitalia 
is carefully determined. If the pelvic organs show only a serous reac- 
tion to the infection, the entire abdomen is x-rayed during the conva- 
lescent period, both through the front and the back, with the small 
pelvis screened off, so that the pelvic organs are subjected to a dose 
too small to effect cessation of ovarian function. It is well-known that 
the hyperemia and round-eell infiltration resulting from the raying of 
the upper portion of the peritoneal cavity affects the whole serous 
cavity, even though all corners are not reached primarily by the rays. 

In young patients, even when the adnexa are severely involved, it 
is essential to try to preserve a functionating ovary. This is only pos- 
sible when the exact conditions are determined at laparotomy. The 
process is never of equal severity on the two sides and the better of 
the two ovaries is conserved if possible. If, for example, one side 
shows the tube alone affected, it is removed completely while the 
ovary is left in situ, and the other side which shows more extensive 
involvement is not disturbed, but is intensively rayed after operation, 
the normal ovary being protected so that menstruation will not be 
stopped. 

In the cases most advanced, with involvement of the whole genital 
tract and with. broken-down foci in the pelvis, the abscesses are opened 
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and drained through the vagina and during the convalescent period the 
entire abdomen is intensively rayed. Attempts to preserve the ova- 
ries are neither possible nor practical, because the disease has already 
produced a widespread destruction of the follicular tissues and has 
brought ovulation to a standstill. EK. D. Puass. 


Vogt: The Combination of Operation and Roentgen Therapy in the 
Treatment of Genital Tuberculosis. Deutsche Medizinische Wochen- 
schrift, 1921, xlvii, 293. 


Vogt divides the material of the Tiibingen clinie in several, not very 
well defined, groups. The question as to what kind of treatment was 
to be administered to a certain patient, at times, was determined by 
available space in the hospital. By comparing these groups, however, 
he feels justified in coming to rather definite conclusions regarding 
the choice of treatment in tuberculosis of the female genitalia. 

He is emphatie in saying that only the very mildest cases should be 
treated conservatively. In the moderately advanced cases it may be 
debatable whether to use the x-ray alone, or only after an operation, 
but he feels inclined to lean towards the combined treatment. In well- 
developed cases he found that the removal of the diseased organs 
followed by radiation gave the best results, even when the process was 
not limited to these organs. Mere drainage, however, followed by 
radiation gave surprisingly good results, distinetly better than either 
treatment by itself. 

Since genital tuberculosis is, probably, always secondary, the patient 
is aided in her recovery by relieving her of as much of the infective 
process as possible. This can be accomplished by removal or by de- 
struction of diseased tissues with x-ray. Vogt feels that the latter 
method has the further advantage of conferring additional immunity 
on the patient. R. E. Wosvs. 
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Item 


A NEW PACKER FOR THE PUERPERAL UTERUS 
By T. Harper, M.D., ALBAny, N. Y. 


O MAKE possible rapid and aseptic tamponade of the puerperal uterus, there 
T has recently been made for the writer, by the IKny-Scheerer Corporation of 
New York City, an instrument that differs from the familiar ‘‘Rapid’’ uterine 
packer in but one, though a most important, particular. 

Its diameter of 7/8 inches makes possible the introduction of gauze folded to 
a width of 1 to 2% inches. The advantage of the relatively wide gauze in 
speedy introduction of the tampon is apparent. Further, the caliber of the packer 
is sufficiently large to permit of the passage of tightly drawn knofs where strips 
cut crosswise of stock gauze are employed. 

With the cervix drawn forward and immobilized by means of a large volsellum 
forceps, the curved uterine end of the packer is readily introduced into the cavity 
even of a well retracted uterus. Gauze can be introduced rapidly and the instru- 
ment manipulated until it ‘‘ packs its way out’’ of the uterus, assuring the tampon’s 


Fig. 1. 


being tightly placed. The interior of the uterus is the only ‘‘field’’ with which 
the gauze comes in contact. 

Postpartum intrauterine tamponade is an invaluable procedure in’ checking 
the oozing characteristic of low implantation of the placenta, in making impossi- 
ble the hemorrhage that is inevitable when inertia manifests itself at the termina- 
tion of labor, and in preventing further blood loss in cases of antepartum and 
intrapartum hemorrhage. Employment of the packer removes the one disadvan- 
tage in carrying out the procedure, namely the danger of infeetion from contamina- 
tion of the gauze by the lower vagina, outlet and perineum. 

The instrument mentioned makes it possible to tampon the postpartum uterus 
quickly, efficiently, and safely. 
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In Memoriam 


Bache McEvers Emmet 


ACHE McEVERS EMMET was born at Hyde Park, N. Y., on 
May 23, 1843, and died at his home, Ridgefield, Conn., May 27, 
1921, four days before his seventy-eighth birthday. His early eduea- 
tion was obtained in Geneva, Switzerland. Later he studied medicine 
and attended the hospitals in Paris, where his father resided for sev- 
eral vears. He naturally became a proficient French scholar. Return- 
ine to America after the close of the Civil War, Dr. Emmet egradu- 
ated from the College of Physicians and Surgeons in New York in 1867. 
He served as interne in the Woman’s Hospital with our esteemed Fel- 
low, Dr. George Harrison, in 1870-71, where he was much liked by the 
patients on account of his unfailing tact and gentle consideration. 
With Dr. Harrison he was later appointed Assistant Surgeon to Dr. T. 
A. Emmet, whom he served loyally until the latter’s retirement, when 
he became Attending Surgeon and remained in that position until 
1913, when he was appointed Consulting Surgeon. He was for many 
years Professor of Gynecology at the New York Post Graduate Medical 
School and Gynecologist to the Hospital, resigning these positions in 
1915 when he retired from practice. 

Dr. Emmet was elected Fellow of the American Gynecological Soci- 
ety in 1887, Vice President in 1894, and Honorary Fellow in 1912. He 
was also a Fellow of the British Gynecological Society. His member- 
ship in local societies included the New York Academy of Medicine, 
New York Obstetrical, New York State Medical and County Societies. 

After his retirement he spent his winters in California and the South 
and his summers at his home in Ridgefield, where he entered into his 
final rest after a painful and lingering illness of nearly three years, 
through which he was cheered and sustained by a devoted wife. 

Dr. Emmet’s life was so quiet and unobtrusive, overshadowed as he 
was by the prominence of his famous relative, that he neither desired nor 
attained any greater reward than the esteem and respect of his con- 
freres, which he enjoyed in full measure. His friends were many; of 
enemies he had none. His personality was singularly attractive.  Al- 
ways modest and unassuming, dignified and high-bred, he had a gentle, 
kindly face which won confidence and affection alike from rich and 
poor. His attitude towards women, high and low, was that of a gentle- 
man. Conservative in his profession and practice, a loyal follower of 
his great chief, he was faithful to the traditions of the institution which 
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he served so long and so well. It was granted to few to know him inti- 
mately and the writer counts it a great privilege to have enjoyed his 
friendship and appreciated the beauty and purity of his character for 
forty years. We use too lightly the good old term ‘‘ gentleman’’—one 
who does gentle deeds. It has a deeper significance than the halo con- 
ferred by heritage or social position. As we reeall the daily life of our 
lost friend, his invariable courtesy, his pure and kindly heart, and his 
patient endurance until the end, we can pay no higher tribute to him 
than to call him the finest type of a Christian gentleman. 


‘*Nothing in his life 
3ecame him like the leaving it.’’ 


We laud the heroes of the war. I have looked into the fearless 
eyes of many a brave youth, as they closed in the hour of victory, but 
no nobler or more gallant spirit have I known than he who, calmly 
and unafraid, faced the last enemy, Erat homo. 


DR. EMMET’S CONTRIBUTIONS TO MEDICAL LITERATURE 


Intrauterine Medication. Trans, Alumni Assoc. Woman’s Hospital, ii. 
Retroperitoneal Cysts of the Female Sexual Organs; a study of their treat- 
ment, Am, Jour. Obst., 1890, xxiii. Case of Extrauterine Fetation, New York 
Med. Jour., Jan., 1882. Lacerations of the Cervix and Perineum, Mann’s System 
of Gynecology, 1887. Management of Contagious Eruptive Diseases, Buck’s 
Hygiene and Public Health, 1879. Amputation of the Cervix, New York Obst. 
Soc., May, 1887. Paper on Laceration of the Cervix, Trans. Am. Gynee. Soe. 
Galvanism in Gynecology, Post. Grad. Med, Jour, Outline of Uterine Therapeutics, 
Especially Massage and Electricity, Keating and Coe’s System of Gynecology. 
Removal of the Uterus in Disease of the Adnexa, Trans. Am, Gynec, Soe., 1894. 
Injury to the Ureter in Abdominal Surgery, Am. Jour, Obst., 1895. Multiple 
Myomata in the Abdominal Cavity; a Study of the Genesis of Fibroids, Am. Jour. 
Obst., July, 1897. Cure of Procidentia Uteri, Post. Grad. Med. Jour., March, 
1901, 

Tnstruments Devised by Emmet: Steel Button for Vesico-vaginal Fistula, Peri- 
neal Wire Scissors, Trocar for Pelvic Abscess, Broad Ligament Clamps for Vaginal 
Hysterectomy, Uterine Forceps for Laparotomy, Various Retractors. 


Henry C. Cor, M.D. 


Correspondence 


Epirok OF AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY, 
Sir: 

Under ‘*Correspondence’’ on page 224 of your August number (1921, ii, No. 2) 
appears a communication from Dr. Edward A. Schumann recommending a _ technic 
for the cure of cystocele. This technic corresponds in all essentials to the opera- 
tion described by the late Dr. William M. Polk (Surgery Gynecology and Obstetrics, 
1912, xv, $22). 

There is no question that by Polk’s operation the upper portion of the pubo- 
cervical ligaments (pillars of the bladder) can be sufficiently overlapped and 
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sutured, The lower portion, particularly the lower third, of the gap or weak spot 
cannot, as a rule, be properly imbricated. 

The accompanying figure, photographed from a cadaver dissection in which all 
but the extreme bladder neck has been removed, shows the fasciae with sutures 
inserted and tied. (See also Fig. 10, Frank, ‘‘A Study of the Anatomy, Pathology, 
and Treatment of Uterine Prolapse, Rectocele, and Cystocele’’; Surgery, Gyne- 
cology and Obstetrics, January, 1917, pages 42-60.) These sutures have brought 
the bladder pillars together in the median line, 

Not only is the lower portion of the cystocele not fully reparable in many in- 
stances by Polk’s technic, but the extreme mobilization of the bladder may en- 
danger the nutrition of this viseus. It appears to me that because of these defects 
and dangers Polk’s operation has not been generally adopted, 

Robert T. FRANK, M.D. 

Majestic Buiiding, Denver, Colo, 
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